









The copyright of this thesis vests in the author. No 
quotation from it or information derived from it is to be 
published without full acknowledgement of the source. 
The thesis is to be used for private study or non-
commercial research purposes only. 
 
Published by the University of Cape Town (UCT) in terms 





















UNIVERSITY OF CAPE TOWN 
MPhil in Social Justice | PBL5649W 
 
 
Barriers to access to mental health care services in the Cape 
Metropole, faced by refugee and asylum seeker women who 
















Supervisor: Dee Smythe 




Research dissertation presented for the approval of Senate in fulfilment of part of the requirements for the 
Masters in Social Justice in approved courses and a minor dissertation.  The other part of the requirement 
for this qualification was the completion of a programme of courses. 
I hereby declare that I have read and understood the regulations governing the submission of  Masters in 
Social Justice dissertations, including those relating to length and plagiarism, as contained in the rules of 
this University, and that this dissertation/research paper conforms to those regulations. 
Signature: 
Date: 















1. I know that plagiarism is wrong.  Plagiarism is using another’s work and then 
pretending that it is one’s own. 
 
2. I have used footnotes for citation and referencing.  Each significant contribution to, 
and quotation in, this dissertation from the work, or works of other people has been 
attributed and has been cited and referenced. 
 
3. This dissertation is my own work. 
 
4. I have not allowed, and will not allow, anyone to copy my work with the intention of 
passing it off as his or her own work. 
 
5.  I acknowledge that copying someone else's assignment or essay, or part of it, is 
wrong, and declare that this is my own work. 
 
 


























Front page picture by Les Neuhaus,  















I would like to express my appreciation to the following individuals and organisations for 
their contribution and participation in this study process: 
 
The financial assistance of the National Research Foundation (DAAD-NRF) towards this 
research is hereby acknowledged. Opinions expressed and conclusions arrived at, are those 
of the author and are not necessarily to be attributed to the DAAD-NRF. 
 
The Walt family, whose generous provision of the Ethel Walt Scholarship of 2012 enabled 
me to pursue this research.  
 
My study participants, for their time and willingness to share their experiences of working 
with refugee clients. Not only did I gain valuable information from the interviews, but your 
dedication to your work and concern for the plight of refugees was a real inspiration. 
 
My supervisor, Dee Smythe, for her insight, support and guidance. Your expert advice and 
passion for gender issues kept me motivated and encouraged to pursue this topic! 
 
My mom and dad whose unwavering encouragement and advice kept me going. Your 
compassion and never-ending supply of suggestions as how to practically help refugees 
reminded me of the real purpose for doing this study.  
 
The Somali refugee woman I counselled during a SHAWCO outreach clinic in 
Masiphumelele. Your story of being raped during a xenophobic attack and your subsequent 
reticence to access care will always be imprinted on my mind. I hope that in the future 


























Through use of a phenomenological design, this qualitative study investigated barriers to 
accessing mental health care by female refugees living in the Cape Metropole who have 
mental health problems as a result of exposure to trauma. A high number of female 
refugees in the Cape Metropole have been exposed to trauma. This study aims to contribute 
to the limited literature on this topic. The objectives of the study were to identify whether 
female refugees faced barriers to accessing mental health services in the Cape and if they 
did, the nature of these barriers. The findings identified that at the service-delivery level, 
language, under-resourced mental health services, documentation barriers and lack of 
awareness of refugees’ rights were the biggest barriers. The main barriers in the refugee 
communities were cultural and religious, fear and lack of awareness and work and 
childcare responsibilities. The study highlights that not only is the South African 
government obliged under international, regional and national laws to fulfil female 
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CHAPTER ONE: INTRODUCTION 
 
…One client of mine said ‘You know it’s all very well getting a place to stay, or getting 
an option to learn English or whatever, but until you feel like a person, you can’t do 
anything with it’. So for her it was through recovery in counselling that she was able to 
actually focus enough to learn English; to be able to feel strong enough to approach 
someone for a job or even another member of the refugee community… to speak to 
someone. When you do have a disorder, I’m not talking about just the general human 
suffering, when you have a disorder… you, you can’t make the kind of contacts that 
you need…and because you’re in a different country and you don’t speak the language, 
your isolation makes it more likely that you are going to have to live on hand-outs of 
some kind, rather than being able to stand up for yourself.  (Morgan, Trauma 




There is a large refugee
1
 and asylum seeker
2
 population in the Cape Metropole
3
. Many of 
these refugees
4
 have been exposed to and continue to be exposed to trauma
5
. As a result of 
this trauma, a number of them have mental health disorders
6
.  
When initially investigating the prevalence of exposure to trauma and the extent of 
mental illness amongst refugees in Cape Town, I discussed this issue with refugee 
                                                 
1 A refugee is anyone who has fled their country of nationality ‘owing to [a] well-founded fear of being 
persecuted’ and has been granted refugee status in an asylum state. (Art 1(a)(2) of The 1951 United 
Nations Convention and 1967 Protocol Relating to the Status of Refugees) 
2 An asylum seeker is an individual who is still seeking refugee status in another country.  (Human Rights 
Education Associates (HREA) ‘Refugees and Displaced Persons’ (2011), available at 
http://www.hrea.org/index.php?doc_id=418.)  
3 The Cape Metropole is an area in the Western Cape, South Africa. It includes Cape Town, the Southern 
Peninsula, Blaauwberg, Helderberg, Tygerberg and Oostenberg (Table Mountain Properties ‘South 
Africa’s Western Cape: The Cape Metropole’ (2005), available at 
http://www.capetownhomes.com/tmp03.htm.); also see Said Penda ‘Little Welcome for Refugees in SA’ 
BBC News 22 June 2006, available at http://news.bbc.co.uk/2/hi/5103456.stm. 
4 Throughout this paper the term ‘refugees’ will be used to refer to ‘refugees and asylum seekers’ unless I am 
exclusively referring to one group. 
5  McColl, Helen et al ‘Rehabilitation of torture survivors in five countries: common themes and challenges’   
(2010) 4(16) International Journal of Mental Health Systems, available at 
http://www.ijmhs.com/content/4/1/16; also see IRIN ‘Migration: Trauma travels too’ 22 May 2012, 
available at http://www.irinnews.org/report/95498/MIGRATION-Trauma-travels-too; also see Chennels, 
Rebecca, 27 July 2012, personal communication (discussion); also see Sarah, 1 August 2012, personal 
communication (discussion); also see Mitchell, Morgan, 2 August 2012, personal communication 
(discussion). 
6 A mental health disorder may be referred to as any prolonged disruption of an individual’s thoughts, moods 
or behaviour (University of Michigan ‘What is Mental Health?’(2012), available at 
http://hr.umich.edu/mhealthy/programs/mental_emotional/understandingu/learn/mental_health.html.); 
also see J.D. Kinzie. ‘Immigrants and Refugees – The Psychiatric Perspective’ (2006) 43Transcultural 
Psychiatry at 577; and also see K, Bhui et al ‘Traumatic events, migration characteristics and psychiatric 
symptoms among Somali refugees: Preliminary communication’ (2003) 38 Social Psychiatry and 
Psychiatric Epidemiology 35-43; also see IRIN op cit note  5; also see UCT Refugee Rights Clinic 
Booklet ‘Do you need mental health counselling?’ available at 
http://www.refugeerights.uct.ac.za/usr/refugee/Information_Sources/RRPbooklet_complete.pdf ; also see 
Anna-Clara, Hollander et al  ‘Gender-related mental health differences between refugees and non-refugee 













agencies. They acknowledged the high incidence of mental health disorders and exposure 
to trauma amongst the refugees they see
7
. However, a number of them mentioned seeing 
more male refugees accessing mental health services than female refugees
8
. They 
suggested this could be due to various barriers to access faced by these females
9
.  It is this 
topic that I address in my thesis. 
 
2. Study Aim and Objectives 
 
My informal interactions with service providers raised the question: 
 
What are the barriers to access to mental healthcare services in the Cape Metropole, 
faced by refugee women who have been exposed to trauma? 
 
My study aims to answer this question by determining whether female refugees, who 
have been exposed to trauma, face barriers to accessing mental health care in the Cape 
Metropole. If such barriers exist, it further aims to explore the nature of these barriers. In 
line with this aim the objectives of this study are: 
- To identify the right of female refugees, living in the Cape Metropole to access public 
mental health care services.   
- To identify government policies relating to the promotion and protection of this right.  
- To determine whether and in what ways this right is being upheld and promoted.  
- To identify areas in which this right is not being upheld and promoted. 
- To establish what other barriers may be hindering access to public mental health care 
services. 
 
3. Contextual Background  
 
According to the United Nations High Commissioner for Refugees (UNHCR) in January 
2012 there were 413, 040 refugees and asylum seekers in South Africa (SA)
10
.  It is 
difficult to gain accurate statistics on how many of them have been exposed to torture
11
 or 
                                                 
7  Chennels op cit note 5; and also see Sarah op cit note 5; and also see Mitchell op cit note 5.  
8  Ibid. 
9  Ibid.  
10 UNHCR ‘South Africa’ (2012),  
    available at http://www.unhcr.org/cgi- bin/texis/vtx/page?page=49e485aa6.   
11
 
Art 1(1) of the United Nations Convention Against Torture and Other Cruel, Inhuman and Degrading   












trauma, as they do not always report their experiences
12
. However, a study conducted in 
2006 by the Centre for the Study of Violence and Reconciliation in Johannesburg, 
estimated that approximately 35 000 refugees in SA have experienced torture
13
. When 
including those exposed to trauma, the number is likely far higher. Many of these refugees 




This high level of exposure to trauma has serious effects on the mental health of 
refugees15. Some studies suggest that around 60% of refugees suffer from a mental 
disorder.16 Furthermore, studies have shown that there is generally a higher rate of mental 
disorders amongst female refugees as compared to male refugees17.  This may in part be 
because refugee women are more vulnerable to abuse and exploitation18 than their male 
counterparts.19 Despite this, Hathaway argues that female refugees’ access to health care is 
an area which is often overlooked.20  
There is limited literature concerning refugees’ access to mental health care services 
in SA
21
 and I have found none specifically addressing refugee women’s access in Cape 
Town. However, the existing literature identifies that many refugees face barriers to 
accessing health care in general in SA
22
. Below I will provide a brief contextual 
background to this thesis question and in Chapter Two a more detailed review of existing 
                                                                                                                                                        
…[A]ny act by which severe pain or suffering, whether physical or mental, is intentionally inflicted on 
a person for such purposes as obtaining from him or a third person information or a confession, 
punishing him for an act which he or a third person has committed, or intimidating or coercing him or a 
third person, or for any reason based on discrimination of any kind, when such pain or suffering is 
inflicted by or at the instigation of a public official or other person acting in an official capacity. It does 
not include pain or suffering arising only from, inherent in or incidental to lawful sanctions. 
12 International Rehabilitation Council for Torture Victims (IRCT) ‘Asylum seekers, refugees and internally  
     displaced persons’ (2012), available at http://www.irct.org/our-work/current-focus-areas/asylum-seekers--    
         refugees-and-internally-displace-persons.aspx. 
13 Higson-Smith, C., Mulder, B. and Masitha, S. ‘Human dignity has no nationality: A situational analysis of  
the health needs of exiled torture survivors living in Johannesburg, South Africa’ (2006) Unpublished  
research report by the Centre for the Study of Violence and Reconciliation: Johannesburg, available at 
http://www.csvr.org.za/docs/Humandignityhasnonationality.pdf . 
14 McColl et al op cit note 5; also see IRIN op cit note 5.  
15 IRIN op cit note 5. 
16 Ibid; also see Kinzie op cit note 6; also see also see Bhui op cit note 6; also see UCT Refugee Rights op cit  
         note 6; also see Hollander et al op cit note 6. 
17 Hollander et al op cit note 6. 
18 Refugee women fall into two vulnerable societal groups – being female and being a refugee (Fuller, R.  
   ‘Double Jeopardy: women migrants and refugees in South Africa’ (2008) 3 Perspectives7-11.) 
19  Robyn Leslie ‘South Africa: promoting self-sufficiency among vulnerable refugee women’  
 (8 April     2011), available at http://www.jrs.net/campaign_detail?PTN=PROMO-    
20100414073943&TN=PROJECT-   20110407090619&L=EN.  
20 James C. Hathaway ‘The Rights of Refugees Physically Present: Access to Health Care’ The rights of 
     refugees under international law (2005). 
21  J Vearey & L Nunez  ‘Towards improving forced migrant access to health and psychosocial rights in 
     urban South Africa – a focus on Johannesburg’ (2011), available at    
         http://www.migration.org.za/sites/default/files/publications/2011/brief_8.pdf. 












literature on the topic. I will start by addressing the refugee situation in the Cape and the 
trauma which has been faced by many female refugees there. I will then discuss what is 
known about the prevalence of mental disorders amongst these refugees and the gender-
disparity in accessing mental health services. Following this I will expand on why this 
thesis question was chosen. Finally, I will discuss the necessity of such services for this 
population group.  
 
3.1. High Numbers of Refugees in the Cape Metropole  
 
Since the fall of Apartheid in 1994, many refugees from all over Africa have fled to SA
23
. 
Most of these refugees come from the Democratic Republic of Congo (DRC), the Great 
Lakes region, the Horn of Africa and Zimbabwe
24
, owing to instability in these regions
25
.  
SA’s liberal refugee policy and comparatively successful economy, in relation to other 
African states, are contributing to this high influx
26
. From 2010 to 2011 SA received the 
most asylum applications globally
27
.  
The majority of the refugees arriving in SA settle in the cities of Johannesburg, 
Durban and Cape Town
28
. While there is a dearth of statistics on refugees and asylum 
seekers in Cape Town, in 2001 it was estimated that approximately 4% of the population 
consisted of international migrants, including refugees and asylum seekers
29
. In 2006 it was 
estimated that approximately 35 000 refugees were living in Cape Town
30
.  This number is 




                                                 
23 L B Landau ‘Urbanization, Nativism, and the Rule of Law in South Africa’s ‘Forbidden’ Cities’ (January 
2005) Working Paper Series on Research on Immigration and Integration in the Metropolis  available at 
http://mbc.metropolis.net/assets/uploads/files/wp/2005/WP05-05.pdf; also see Agnes Odhiambo ‘A sick 
system abuses its refugees’ Human Rights Watch  (19 March 2012), available at 
http://www.hrw.org/news/2012/03/18/sick-system-abuses-its-refugees; also see Jonathan Crush ‘South Africa: 
Policy in the face of Xenophobia’  Migration Information Source  (July 2008), available at 
http://www.migrationinformation.org/Feature/display.cfm?ID=689. 
24 B Dodson ‘Locating Xenophobia: Debate, Discourse, and Everyday Experience in Cape Town, South 
Africa’ 56(3) Africa Today; also see UNHCR op cit note 10. 
25 Parliamentary Monitoring Group (PMG) ‘Role of United Nations Commissioner for Refugees (UNHCR) 
in South Africa on refugees: by UNHCR Regional Representative’ (14 November 2011), available at 
http://www.pmg.org.za/report/20111115-regional-representative-united-nations-commissioner-refugees-
unhcr. 
26 SouthAfrica.info ‘Refugees and Asylum Seekers’ 29 October 2004, available at 
http://www.southafrica.info/travel/documents/refugees_asylum.htm; also see Odhiambo op cit note 23. 
27 UNHCR ‘2012 Regional Operations Profile – Africa’ (2012), available at 
http://www.unhcr.org/pages/4a02d7fd6.html. 
28 Landau op cit note 23.  
29 UNHCR op cit note 10; also see M Mendelsohn ‘The Clinical Challenge of Mental Health in South Africa 
’ (2012) Lecture for Division of Infectious Diseases and HIV Medicine, University of Cape Town. 
30 Penda op cit note 3. 












SA does not shelter refugees in camps; instead they are encouraged to integrate into 
local communities
32
. In Cape Town refugees live in diverse areas ranging from middle to 
upper income areas such as Central Cape Town and the Southern Suburbs to lower income 
areas such as the townships of Khayelitsha and Masiphumelele
33
. However, most live in 
poorer socio-economic areas
34
. These areas are characterised by high levels of violence and 
inadequate social service provision
35
. The violence the refugees face is three-fold; first, 
they experience violence from other refugees; secondly, they are exposed to generalised 
violence and thirdly, they are often victims of xenophobic violence
36
. This violence is often 
rooted in mistrust, competition for scarce resources and pressure on social services
37
.  
Many refugees are refused access to social services because of their status
38
 and a 
number struggle to meet their basic needs such as food, shelter and water
39
.  In SA the onus 
is on refugees to integrate into local communities. Lack of resources, social networks and 
structural barriers, however, hinder their integration
40
. 
Refugees are often socially-isolated with decreased social support systems and 
networks
41
. Those in Cape Town often struggle to trust people and this hinders formation 
of new social networks
42
.  There have been reports of agents from refugees’ home countries 
coming to Cape Town, kidnapping refugees and taking them back to their home country
43
.  
Fear of such agents adds to the general mistrust refugees have towards strangers
44
.  
Furthermore, they often struggle to trust South Africans because of the xenophobic attacks 
they have experienced and they struggle to trust authority figures because of the 
                                                 
32 Vearey & Nunez op cit note 21; also see Consortium for Refugees and Migrants in South Africa 
(CoRMSA) ‘Challenges to the successful implementation of policy to protect the right of access to health for 
all in South Africa’ (3 June 2008) Report to Dr Patrick Maduna Chief of Services: Gauteng Department of 
Health, available at http://cormsa.org.za/wp-content/uploads/Research/Access/MigrantGautengDoH.pdf. 
33 Dodson op cit note 24. 
34 P Naicker ‘To be a refugee in South Africa’ (November 2000) Track Two 9(3), available at  
http://www.queensu.ca/samp/sampresources/migrationdocuments/documents/2000/3.htm; also see Vearey & 
Nunez op cit note 21. 
35 Ibid. 
36 Xenophobia has been defined as ‘…an intense fear or dislike of foreign people, their customs and culture’. 
D Breen & L Gwyther ‘Refugees and other potentially vulnerable groups’ (2009), in Hospice Palliative  
Care Association of South Africa and Open Society Institute: Legal Aspects of Palliative Care. Pinelands: 
HPCA at 86; also see Naicker op cit note 34. 
37 Ibid; also see UNHCR op cit note 10. 
38 Penda op cit note 3. 
39 Mitchell op cit note 5. 
40 Ibid. 
41 Naicker op cit note 34. 














persecution many have experienced from authorities in the past
45
.  As a result of this 




3.2. Exposure to Trauma amongst Female Refugees in the Cape  
 
A large proportion of refugee women residing in Cape Town have experienced pre-
migration, migration and post-migration trauma
47
. An example of the first is that of 
Congolese women in Cape Town. Many have experienced severe torture, resulting in 
chronic physical and psychiatric conditions
48
. Physical impairments can be a constant 
reminder of their torture experience. This makes it difficult for them to forget past traumas 
and exacerbates existing mental health disorders
49
.  
Others have been sexually assaulted while crossing the SA border and/or in SA
50
. Not 
only is this sexual assault traumatic, but it can have multiple traumatic consequences
51
. 
Consequences include falling pregnant and contracting HIV/AIDS
52
.  Those who fall 
pregnant may then be rejected by their husbands and families
53
. A refugee counsellor in 
Cape Town said that while many of her female refugee clients had experienced multiple 
traumas prior to and during migration
54
, experiences of sexual assault were highest after 
arrival in Cape Town
55
. This high rate of post-migration trauma is reflective of the 




It has been reported that men with Post-Traumatic Stress Disorder
57
 (PTSD) are more 
likely to be perpetrators of domestic violence
58
. This has also been reported amongst 
                                                 
45 Ibid. 
46 Ibid. 
47 Chennels op cit note 5. 
48 Ibid. 
49 Morley, D, Glicken ‘Evidence Based Practice with Victims of Violence and Terrorism’ (21 June 2004) 






54 Sarah op cit note 5. 
55 Ibid. 
56 K Dey ‘Who is responsible for providing essential services to women?’ NGO Pulse 14 August 2012, 
available at http://www.ngopulse.org/article/who-responsible-providing-essential-services-women. 
     57 PTSD develops as a result of exposure to a single or multiple significant traumas. Symptoms include 
‘intrusive recollections, avoidance behaviour, numbing, and hyper-arousal’. The persistence of symptoms 
and their effect on functioning are also diagnostic criteria for this disorder. (American Psychiatric 
Association ‘Post Traumatic Stress Disorder’ (2000) in Diagnostic and statistical manual of mental disorder 
(Revised 4th ed.), available at http://www.ptsd.va.gov/professional/pages/dsm-iv-tr-ptsd.asp.) 
58 N Mehraby ‘Refugee Women: The Authentic Heroines’ (2007)  NSW Service for Treatment and 












refugee women in Cape Town whose partners suffer from PTSD
59
. Women from 
traditionally patriarchal societies may refrain from reporting domestic abuse as they 
perceive themselves as their husbands’ possession
60
. Lack of social support and networks 
outside the immediate family increases their reticence to report the violence.   
 
3.3. High Prevalence of Mental Disorders amongst Refugees in the Cape  
 
A high prevalence of psychiatric symptoms amongst female refugees in Cape Town has 
been noted by a number of individuals working with this group
61
. These psychiatric 
symptoms include anxiety, depression and PTSD symptoms and are likely linked to the 
multiple traumas they have experienced
62
. Many workers have described the complexity of 
the refugee trauma they observed
63
.  
While PTSD, Generalised Anxiety Disorders (GAD) and depression are the most 
common mental health disorders seen amongst refugees in Cape Town, there are also high 
rates of suicide, paranoid schizophrenia and substance misuse amongst this population
64
. 
Even amongst those who do not have clinically-diagnosed psychiatric disorders, many are 
trying to cope with a profound sense of loss
65
. They have lost their homes and often their 
families and friends
66
. Furthermore, owing to xenophobic attacks many have repeatedly 
lost possessions and had to move numerous times while in Cape Town
67
. The ‘daily 






                                                                                                                                                        
Counselling-Afghan-Survivors-of-TT.pdf; also see P Aspinall & C Watters ‘Refugees and asylum Seekers: A 
review from an equality and human rights perspective’ (2010) Equality and Human Rights Commission 
Research Report Series, University of Kent, available at 
http://www.equalityhumanrights.com/uploaded_files/research/refugees_and_asylum_seekers_research_report
.pdf; also see  Centre for Addiction and Mental Health (CAMH)‘Refugee Mental Health: Promising Practices 
and Partnership Building Resources’  (2010), available at 
http://knowledgex.camh.net/amhspecialists/guidelines_materials/Documents/refugee_mental_health_prompr
actices.pdf.  
59 Chennels op cit note 5. 
60 Mehraby op cit note 58.  
61 Chennels op cit note 5. 
62 Ibid. 
63 Ibid; also see Sarah op cit note 5; also see Mitchell op cit note 5. 
64 Chennels op cit note 5; also see Mitchell op cit note 5; also see Anonymous (23 July 2012), personal 
communication (discussion); also see American Psychiatric Association ‘Generalised Anxiety Disorders’ 
(1983) Diagnostic and Statistical Manual of Mental Disorders (DSM-III) ed 3. 
65 Mitchell op cit note 5.  
66 Ibid. 
67 Ibid. 












3.4. Higher Numbers of Male Refugees Compared to Female Refugees Accessing 
Services in the Cape  
 
More than one refugee counsellor in Cape Town identified that there are more male than 
female refugees’ accessing their services
69
. At one refugee centre, female refugees rarely 
accessed the centre without their husbands visiting first
70
.  This gender-disparity in 
accessing services is not consistent with global gender patterns for accessing mental health 
care
71
. Globally, more females access psychiatric services than males
72
. However, gender 
differences in mental health care utilization differ between refugees from different cultural 
groups
73
. As worldwide there is a higher prevalence of mental disorders amongst female 
compared to male refugees, this under-utilization of mental services by female refugees in 
Cape Town is troubling
74
. It was proposed that this under-utilization could be due to 
numerous barriers
75
. This study will seek to investigate the nature of these barriers. 
 
4. Why are Mental Health Care Services for Traumatised Female Refugees a Pressing 
Need?  
 
In addition to the immense personal suffering involved, trauma-induced mental illness 
negatively affects an individual’s ability to function and survive in their context
76
. This also 
has repercussions on their family, community and country.77  
 
‘Through impeding optimal development and functioning, poor mental health 
impedes the development of people and the development of societies as a whole, 
trapping people in a cycle of poverty and [poor] mental health
78
.’  
                                                 
69 Sarah op cit note 5; also see Mitchell op cit note 5. 
70 Ibid. 
71 S Saxena, G Thornicroft, M Knapp & H Whiteford ‘Resources for mental health: scarcity, inequity, and 
inefficiency’ (4 September 2007) 370(9590) The Lancet. 
72 Ibid. 
73 J Chun-Chung Chow, K D Jaffee & D Y Choi ‘Use of Public Mental Health Services by Russian 
Refugees’ (1999) 50(7) Psychiatric Services, available at 
http://journals.psychiatryonline.org/article.aspx?articleid=83105; also see  B Guerin, P Guerin, R O Diiriye 
& S Yates ‘Somali Conceptions and Expectations Concerning Mental Health: Some Guidelines for Mental 
Health Professionals’ (2004) 33(2) New Zealand Journal of Psychology; also see Bhui op cit note 6; also see 
Sarah op cit note 5; also see Mitchell op cit note 5. 
74 Hollander et al op cit note 6; also see Saxena et al op cit note 71. 
75 Sarah op cit note 5. 
76 K de Jong, S van der Kam, T Swarthout, N Ford, C Mills, O Yun, R J Kleber ‘Exposure to Violence and 
PTSD symptoms amongst Somali women’ (2011) 24(6) Journal of Traumatic Stress 628–634. 
77 IRIN op cit note 5. 
78  I Petersen ‘At the heart of development: An introduction to mental health promotion and the prevention of 
mental disorders in scarce-resource contexts (2010) in Promoting Mental Health in Scare Resource Contexts: 
Emerging Evidence and Practice (I Petersen, A Bhana, A J Flisher, L Swartz & L Richter eds.) Human 













The disabling effects of poor mental health on functioning include difficulties in: 
holding down employment
79
, engaging in self-care tasks, engaging in family and care-giver 
roles and difficulties in interacting socially
80
. An employee at a refugee centre in Cape 
Town mentioned how the fear amongst her clients is often so disabling that they rarely 
venture from their homes
81
. Individuals with untreated psychiatric conditions often struggle 
to find stable employment and function in the workplace
82
. A recent study conducted on 
mental illness in SA indicated that increased state funding for psychiatric care, would lead 




Refugee mothers are often the primary care-givers in their families. An Australian 
study found that amongst African refugees, women often took primary responsibility for 
providing for their families
84
. Therefore, poor mental health of refugee mothers can be 
debilitating for their families
85
. Inadequate treatment of primary victims of trauma can 
often result in secondary trauma for family members
86
. Furthermore, women with trauma-
related mental health conditions are at risk of abusing their children
87
.   In a study 
conducted amongst children in SA whose families had been exposed to trauma, findings 
showed that children were more affected by their mother’s reaction to trauma than by their 
own exposure to the trauma.
88
  
Psychiatric services can enable refugees to cope better with their situation
89
. This in 
turn enables them to better integrate and actively engage in their context
90
. Furthermore, 
intervention at the individual level, if effective, can positively impact the individual’s 
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82 National Institute of Mental Health (NIMH) ‘Information about Mental Illness and the Brain’, available at 
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Disp_HealthRefWomenVol36_AFP_Mar2007.pdf. 
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family and the broader community
91
. Lack of intervention, on the other hand, can have the 
opposite effect. It has been argued 
 
‘[T]hat neglecting migrants[sic] mental and emotional wellbeing is a serious oversight 
that can not only hamper their chances of surviving and thriving in a new country, but 




Globally, there is a growing understanding of the importance of providing mental 
health care services for refugees rather than just providing for their physical needs
93
. 
However, as physical needs such as the need for food and shelter are more obviously 
pressing, governments and NGOs tend to focus on meeting these needs but neglect to focus 
on psychological and psychiatric needs
94
. Furthermore, there is often an unrealistic 
perception of refugees’ ability to cope with their past traumas
95
. Mental distress 
experienced by traumatised refugees is seen to be a natural response to suffering which 
they will soon overcome
96
. There is an assumption that owing to their resilience in 
surviving trauma and escaping to an asylum state they will be able to overcome these 
negative experiences and cope with the continuous stressors they face
97
. However, there is 




5. Access to Mental Health Services as a Basic Human Right 
 
Access to mental health care is a basic human right. According to Article 25(1) of the 
Universal Declaration of Human Rights (UDHR): ‘Everyone has the right to…medical 
care….’
99
. The Jakarta Declaration on Health Promotion into the 21
st
 Century reiterates this 
fundamental right to health and calls for a greater focus to be placed on mental health 
needs
100
. Furthermore, according to Article 12(1) of the International Covenant on 
Economic, Social and Cultural Rights (ICESCR), which SA has ratified,  ‘…everyone has 
a right to the highest attainable standard of physical and mental health’ (emphasis 
                                                 
91 IRCT op cit note 12. 
92 IRIN op cit note 5. 
93 Jeon et al op cit note 80. 
94 Mehraby op cit note 58; also see South African Federation for Mental Health (SAFMH) ‘SA Federation 
for Mental Health: Annual Report’ (April 2010 – March 2011), available at 
http://www.safmh.org.za/Images/AnnRep11.pdf. 
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.  SA has also ratified Resolution 61.7 of the 61st annual World Health Assembly 
(WHA) on the Health of Migrants of 2008
102
.  This resolution requires ratifying states to 
promote access to health care for migrants in an equitable manner
103
. Article 16 of the 
African Charter on Human and Peoples’ Rights of 1981 identifies the right of everyone ‘to 
enjoy the best attainable state of physical and mental health’ (emphasis added).  
Furthermore, Article 2 of this Charter prohibits discrimination that negatively impacts on 
the enjoyment of these rights
104
.  
Section 27 of the South African Constitution identifies the right of ‘everyone’ to 
access health care
105
.  Section 27(a) of the South African Refugee Amendment Act No 33 
of 2008 entitles refugees and asylum seekers to the enjoyment of the rights contained in the 
Constitution
106
. It thus entitles them to equal access to health-care as citizens. Furthermore, 
while ‘foreigners’ are required to pay a user fee to access services, refugees and asylum 
seekers are not required to pay, if they cannot afford it
107
. While female refugees living in 
Cape Town are legally entitled to public mental health care, this right is not always realised 
in practice
108
. In this study I aim to explore the nature of the obstacles they face and the 
measures that can be taken to overcome them.  
 
6. How this Study Aims to Address this Issue 
 
This study aims to investigate the barriers to access to mental health care services faced by 
female refugees in the Cape Metropole through interviews with eight mental health care 
workers, who offer mental h alth care services within the Cape Metropole.  
The study has been divided into six chapters. Chapter One provided an introduction 
through identification of the study problem and thesis question. It further provided a 
contextual background to the area of study and identifies the importance of the topic. 
Chapter Two discusses the relevant literature. Chapter Three details the Methodology used 
and the Ethical Principles applied. Chapter Four identifies and analyses study findings. 
                                                 
101 Art 12(1) of the ICESCR of 1966.  
102 Naicker op cit note 34. 
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104 Art 2 of the African Charter on Human and Peoples’ Rights of 1981. 
105 Section 27 of The Constitution of the Republic of South Africa of 1996.  
106‘…[A] refugee is ‘entitled to the same basic health services…that the inhabitants of the Republic receive 
from time to time’  Section 27 (g) of the Refugees Act of South Africa of 1998. 
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108 Mitchell op cit note 5; also see Chennels op cit note 5; also see Anonymous op cit note 64; also see K 
Anderson ‘’We'd go home if we could’’: political xenophobia, citizenship and human rights of asylum 














Chapter Five involves a discussion of the findings and Chapter Six concludes the thesis 














































CHAPTER TWO: LITERATURE REVIEW 
 
SECTION 1 – REFUGEES AND MENTAL HEALTH 
 
1. Introduction  
 
In this literature review I will briefly address the prevalence and causes of trauma amongst 
refugees both internationally and in SA.  I will then go on to focus on the barriers to mental 
health care treatment faced by refugees globally.  I have referred to international literature, 
because there is limited literature on mental illness amongst, and psychiatric services for, 
refugees in SA.   I will discuss the barriers to mental health care faced by many South 
Africans and the barriers to general health care faced by refugees in SA.   
 
2. Refugees and Mental Health  
 
At the end of 2011 there were an estimated 42.5 million ‘forcibly displaced’ individuals 
worldwide
109
. Approximately 49% of them were females
110
. Traumatic experiences faced 
by a large proportion of refugees place them at high risk for mental illness
111
. In 2006 there 








Studies have shown that there is a high prevalence of mental health disorders amongst 
refugees
113
. Some studies suggest that up to 60% of refugees suffer from some form of 
mental health disorder
114
. The most common mental disorders displayed by these 
populations are depression, anxiety disorders (including PTSD), psychosis
115
 and substance 
                                                 
109 UNHCR ‘UNHCR Global Trends 2011’, available at http://www.unhcr.org/4fd6f87f9.html. 
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112 UNHCR op cit note 10. 
113 Kinzie op cit note 6; also see IRIN op cit note 5. 
114 Kinzie op cit note 6. 
115 Psychosis refers to ‘’a disturbance in a person’s thinking that divorces them from their surrounding 
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grandiose and depressive) ideas, disorganised speech patterns, and intense mood fluctuations. These 
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Health (SCMH)‘A Window of Opportunity: A practical guide for developing early intervention in 






















, and Ethiopian immigrants to Israel, indicated that there were 
significantly high levels of depression and PTSD amongst these groups
120
. This suggests 
that there are certain common factors experienced by refugees globally, which put them at 
risk for developing mental illness
121
.  Even amongst those who do not have a clinically 
diagnosable disorder, many are grieving
122
.  
What is the prognosis for refugees who do receive psychiatric care? Research on the 
mental health of Somali refugees in the United Kingdom indicated that there was a higher 
prevalence of anxiety, depression and psychotic symptoms amongst refugees who had 
recently arrived in the country, but suicidal ideation was more common in refugees who 
had been in the country for longer than seven years
123
. Other research has shown that 
depression in refugees tends to decrease over time spent in an asylum state, while PTSD 
symptoms tend to remain
124
. Findings from a Swedish
125
  study indicated that there was no 
significant difference in use of psycho-tropic drugs amongst refugees depending on their 
length of stay in the country
126
.  Unfortunately, some refugees, despite receiving 
psychiatric treatment over a prolonged period, will continue to suffer psychiatric 
symptoms
127
. The conditions in an asylum state can play a significant role in determining 




2.1.2. South Africa 
 
The prevalence of mental disorders amongst the general population in SA is high, with 
about 16.5% of citizens suffering from some form of mental health disorder
129
. The rate of 
mental illness amongst the migrant population in SA, which includes refugees, is even 
                                                 
116 Gorst- Unsworth (1992); Ramsay et al. (1993) & Health of Londoners Project (1999) in Kinzie op cit 
note 6; also see IRIN op cit note 5. 
117 Carlson & Rosser-Hogan (1991); Cheung (1994); Kroll et al. (1989) in Kinzie op cit note 6. 
118 Kinzie op cit note 6. 
119 Thompson & McGorry (1995) in Kinzie op cit note 6. 
120 Arieli & Aycheh (1992) in Kinzie op cit note 6. 
121 Kinzie op cit note 6. 
122 Mitchell op cit note 5. 
123 Bhui op cit note 6. 
124 Kinzie, Sack, Angell, Clarke, & Ben (1989); Sack et al. (1993) in Kinzie op cit note 6. 
125 Hollander et al op cit note 6; also see Mitchell op cit note 5. 
126 Hollander et al op cit note 6. 
127 Kinzie op cit note 6; also see A Ager ‘Responding to the Psychosocial needs of Refugees’ Forced 
Migration Online, available at http://www.forcedmigration.org/rfgexp/pdfs/1_2.pdf. 
128 T Sideris ‘War, gender and culture – Mozambican women refugees’ (2003) 56 Social Science & 
Medicine 713–724. 
129 R Matzopoulos, J Corrigall & B Bowman ‘A health impact assessment of international migrants 
following the xenophobic attacks in Gauteng and the Western Cape’ (2009) University of Witwatersrand 
Forced Migration Study Programme; also see M Freeman, N Nkomo, Z Kafaar & K Kelly ‘Mental disorder 














. Trauma and xenophobia are two likely reasons for a higher rate of 
mental illness amongst this population group
131
. Unfortunately, these risk factors are on the 
rise in SA, as is illustrated in a report by Médecins Sans Frontières (MSF)
132
. Staff at an 
MSF Clinic in Musina have reported seeing a rise in trauma cases amongst refugees since 








Globally more women suffer from PTSD and depression than men and this gender 
difference is also reflected amongst refugees
134
. Female refugees generally have higher 
rates of mental disorders than male refugees, owing to certain factors which make them 
more susceptible to these disorders
135
.  These mental disorders can range from less severe 
forms of anxiety and depression to severe PTSD and psychotic disorders
136
.  
     A study conducted amongst refugee women in the Netherlands indicated that chronic 
psychiatric conditions were higher amongst female as compared to male refugees
137
. 




     In a study conducted on variations in mental health between males and females it was 
found that ‘genetic, biological factors and poor social support had much less effect than 
adverse experiences, roles and psychological attribute[s] on the dissimilarities between 
women and men
139
’.  Hollander et al (2011) argue that the nature of the trauma and 
stressors experienced by female refugees prior to migration and throughout the migration 
process could explain why more female refugees suffer from mental health disorders as 
compared to male refugees
140
.   
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2.2.2. South Africa 
 
There are no accurate statistics on the prevalence of mental health disorders amongst 
female refugees in SA or the Western Cape. However, in consultation with refugee 
counsellors in Cape Town it emerged that a number of female refugees they came into 
contact with, suffered from PTSD, generalised anxiety disorders and depression
141
. 
Furthermore, many of them had experienced sexual violence and as a result suffered from 




3. Risk Factors for Development of Mental Health Disorders amongst Refugees 
 
Numerous risk factors make refugees particularly vulnerable to psychiatric illness
143
. 
Difference in levels and frequency of trauma experienced pre-migration, during migration 
and post-migration have an effect on acquisition and exacerbati n of mental disorders
144
. 
Multiple traumatic experiences put refugees at a greater risk
145
. While not all refugees have 
experienced trauma, a large proportion of them have
146
. Factors such as level of education, 
previous work experience, culture, gender, and conditions within the asylum state, also 
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143 Saxena et al op cit note 71; also see Kinzie op cit note 6. 
144 Lavik et al in Bhui op cit note 6; also see Kinzie op cit note 6; also see Gerritsen et al op cit note 137. 
145 Jeon et al op cit note 80.  
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3.1. Pre-Migration Risk Factors   
 
Pre-migration risk factors refer to some of the traumas experienced by refugees prior to 






3.1.1.1. Physical and Psychological Trauma 
 





 or a combination of both. Traumatic experiences can include persecution, 
torture, near death experiences, injuries, disease and conflict
151
. Substance misuse to cope 
with the trauma can also be a risk factor
152
. Exposure to or experience of violence, 
particularly in conflict regions, is another major risk factor
153
. During conflict social norms 
and values are often shattered, such as when a child is forced to rape his mother
154
.  Such 
experiences are incredibly destructive for an individual’s worldview and can shatter their 
sense of self
155
. In a study conducted with political detainees in Vietnam, experience of 
torture was highly correlated with depression and PTSD amongst participants
156
. Other pre-
migration stressors, such as food, water and shelter deprivation, also place refugees at a 
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149 Physical trauma may be defined as ‘a serious bodily injury or shock, as from violence or an accident’ 
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Forced migration is an incredibly stressful and traumatic experience often leaving 
individuals with a profound sense of loss
158
. This loss includes: loss of family members 
and friends, loss of homes, possessions and loss of livelihoods
159
. Further losses include: 
loss of language, cultural values, social identity and sense of belonging
160
. The loss of 
culture and social belonging are often the most difficult losses to deal with
161
.  Even those 





3.1.1.3. Secondary Trauma 
 
Secondary Trauma can be defined as ‘the stress resulting from helping or wanting to help a 
traumatised or suffering person
163
’. Even if refugees have not experienced the trauma 
themselves, observation or knowledge that those around them are victims of trauma can be 
very distressing
164
. Furthermore, many may suffer secondary trauma from trying to 
comfort their friends and family who have also experienced trauma. This is exacerbated 
when the individual, offering support, has also experienced trauma.  
 
3.1.2. Pre-Migration Risk Factors Specific to Female Refugees 
 
A major pre-migration risk factor faced by female refugees is experience of gender-based 
violence. Violence against women is defined by the Declaration on Elimination of Violence 
against Women (DEVAW) of 1993 as: 
 
…[A]ny act of gender-based violence that results in, or is likely to result in, physical, 
sexual or psychological harm or suffering to women, including threats of such acts, 
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DEVAW identifies refugee women and women in times of conflict as being 
particularly vulnerable to violence
166
. Owing to sexual violence having multiple 
repercussions it is often used against women in conflict settings as a means to oppress, 
humiliate and traumatise
167
.  According to the UNHCR, approximately 80% of female 
refugees have been raped or sexually abused
168
. This gender-based violence can lead to 
physical deformities and disabilities, HIV/AIDS, Sexually Transmitted Infections (STIs) 
and pregnancy
169
. It also has multiple psychological repercussions for women
170
.  In 
addition to anxiety and depression, women who have been victims of gender-based 
violence may suffer from anorexia; somatic complaints (unrelated to their physical 




3.2. Migration Risk Factors 
 
There are numerous experiences which refugees face during the migratory process which 
places them at risk for mental illness. The nature of the flight, the country which the 
individual is fleeing from and the asylum state they are going to all affect the level of 




The flight process can be very traumatic for a number of reasons
172
. Traumatic experiences 
include: struggling to meet basic needs; travelling extensive distances; experiences of 
violence
173
; separation from family members
174
 and fear for the future
175
.  A study 
conducted with African and Latin-American Refugees in Canada indicated how separation 
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172 Kinzie op cit note 6. 
173 Ager op cit note 127. 
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3.2.2. South Africa 
 
Many refugees coming to SA, especially those who enter illegally, have traumatic 
experiences whilst crossing the SA border
177
. Since 2011, the SA Department of Home 
Affairs has made it increasingly difficult for refugees to seek asylum
178
. As a result, there 
has been a growing number of refugees who have sought to enter the country illegally
179
. 
Illegal entry increases their chances of being exposed to trauma
180
. Gangs along the SA 
border who are referred to as the ‘Guma-guma’, rob, rape and abuse many refugees who 
enter illegally
181
. Owing to their illegal status, many refugees who have been victims of 
atrocities committed by these gangs never report to the police for fear of being deported. 
Members of these gangs, therefore, remain un-thwarted in their violent endeavours
182
. 
Starvation, drowning and attacks from wild animals are further threats to refugees during 
the migration process
183
. A security guard on a farm along the SA border reported how he 
daily came across refugees from Somalia, Congo, Rwanda and Zimbabwe who were 
seeking to enter the country illegally
184
. He discussed the condition he finds many of them 
in: 
 
‘Most are in a bad state. A week ago we found four people dead; maybe they got lost 




Fear of authorities prevents many of those attacked or injured while crossing the 
border from seeking health care. Most are primarily focused on getting a refugee permit 
and even if they are in great need of health care they will not risk seeking assistance, as 
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3.2.3. Migration Risk Factors Specific to Females 
 
The migration process has been shown to have different effects on women as compared to 
men
187
. Gender-differences have been noted in both the types and consequences of trauma 
faced by refugees during the migration process
188
.  As soon as women seek to leave their 
country they are at high risk of violence, particularly sexual violence
189
. At border areas 
women often face exploitation by officials and roving gangs
190
.  Furthermore, female 
refugees who are mothers bear the additional stress of caring for their children throughout 
the migration process. Refugee mothers, who travel without a partner, often face an 
overwhelming level of stress in seeking to provide for the material and psychological needs 




3.3. Post-Migration Risk Factors  
 
Post-migration risk factors are to a degree dependant on the asylum state. However, there 




Post-migration risk factors have been linked to the development of psychiatric symptoms 
amongst refugees
192
. However, it can be difficult to distinguish between whether pre-
migration, migration or post-migration stressors are primarily responsible for these 
symptoms
193
. Often symptoms are as a result of compounded trauma.   Refugees are 
extremely vulnerable to further stressful experiences, particularly if these are violent such 
as xenophobic attacks
194
, or harsh treatment by government officials and conditions in 
detention centres
195
. Even after they have integrated into host countries, inequality, 
unemployment and poor socio-economic conditions are risk factors for poor mental 
health
196
. A further risk factor is when asylum states differ greatly from refugees’ home 
countries, as this makes assimilation harder
197
. Separation from family members, fear for 
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Post-migration risk factors with regards to documentation and legal status differ 
between asylum seekers and refugees
199
.   Legal risk factors include: illegal entry into the 
country, prolonged waiting for refugee status determination, fear of deportation and 
barriers to accessing work or social services
200
. Research conducted amongst Tamil asylum 
seekers and refugees showed that there are higher levels of anxiety and depression amongst 
asylum seekers as compared to refugees owing to the above-mentioned factors
201
. This 




3.3.2. South Africa 
 
The violence experienced by many refugees in SA is to a degree symptomatic of the high 
levels of societal violence in this country
203
.  This violence exacerbates the multiple 
traumas they have already experienced
204
. 
Asylum seekers in SA generally have to wait for prolonged periods of time for status 
determination, and many refugees and asylum seekers live with the fear that they will be 
deported
205
. Living in this space of uncertainty is often extremely anxiety-provoking
206
. 
Added fears include refugees’ experience of xenophobia and discrimination both by 
officials and lay South Africans
207
.  The continuous nature and pervasiveness of this 
xenophobic abuse is illustrated in a quote from a participant in a study on the experience of 
refugees during the xenophobic violence of 2008: 
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The psychological effects of xenophobia on refugees in SA are multiple. They 
include: feelings of loneliness; loss of hope, identity and sense of belonging; as well as a 
constant sense of vulnerability; embarrassment, humiliation, depression and anxiety
209
. 
People with psychiatric conditions often face social exclusion in their communities. 
When one considers that refugees in SA are already discriminated against, one can only 








Post-migration risk factors particularly relevant to female refugees include: vulnerability to 
gender-based violence
211
 (including domestic violence)
212





 and difficulties associated with child-
rearing in unfamiliar and uncertain contexts
215
. Lack of social networks is a particular risk 
factor for refugee women
216
. Many female refugees, from more traditional cultures, are left 
within the home where they are responsible for caring for the family and performing 
domestic chores
217




In the Netherlands, studies identified that refugee women were affected more than 
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3.3.3.2. South Africa 
 
Violence against migrants/refugees and violence against women are two forms of 
violence that are viewed with horror by the general public and outside world but are, 
in fact, normalised ways in which South African society interacts with minority and 
vulnerable groups. The double jeopardy that faces refugee and migrant women is just 
that: they are at the intersection of these two groups that are so vulnerable to 










and xenophobic violence. They are more vulnerable than men to xenophobic violence
223
. In 
2008 during widespread xenophobic attacks, many refugee women were raped
224
.  The 
psychological consequences of rape include: humiliation; shame, guilt and loss of dignity; 
decreased self-esteem and confidence; sense of powerlessness; flashbacks and nightmares; 
and depression and anxiety
225
. As a result of the high level of sexual violence amongst 
refugee women in SA some of them may fall pregnant and develop STDs and/ or HIV/ 
AIDs
226
. Owing to various cultural factors refugee women who are raped in SA often face 
stigma, and are blamed for their traumatic experience. A number of these refugee women 
are then ostracised from their husbands, families and communities. An example of this was 
reported at a refugee centre in Cape Town. A young refugee girl was raped and fell 
pregnant. As a result her family ordered her to leave the home as she was seen to bring 
shame on the family.  Ostracised refugee women lack a supportive social network and this 
diminishes their ability to cope with their trauma
227
.  
Further post-migration risk factors experienced by female refugees in SA include: 
difficulty finding work especially for those with children
228
; stress of ensuring both their 
survival and the survival of their children (if mothers)
229
; lack of documentation which 
makes them more vulnerable to gender-based violence (as they are less likely to report an 
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offence or seek assistance if they are undocumented)
230
; lack of support and loneliness due 
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The following section reviews the literature which is central to providing a background to 
my thesis question. First, I will provide a background to Mental Health Care in SA. I will 
identify the relevant policy documents and will then describe the state of Mental Health 
Care in the Western Cape. Following this, I will outline the main barriers to mental health 
services faced by refugees internationally and compare this with barriers faced by refugees 
in SA. As there is very limited literature on refugees’ access to mental health care in SA, I 
will also include general barriers to health care faced by these refugees. 
 
2.  Mental Health Care in South Africa 
 
The Minister of Health, Dr A Motsoaledi stated  in an address at the National Mental 
Health Summit held in April 2012, that: ‘…the prevalence of mental disorders in our 
country is high and…vulnerability and associated risk factors are increasing
232
’.  
The third most common health condition in SA is neuropsychiatric disorders
233
. 
However, owing to lack of funding for mental health care, only approximately 28% of 
individuals in SA with mental disorders have access to treatment
234
. There is therefore a 
huge lack in service provision to citizens and refugees
235
.  This situation is not unique to 
SA.  In many developing countries, mental healthcare is not prioritised and as a result 
psychiatric services are under-resourced and insufficient
236
. Refugees in SA accessing 
mental health services are accessing under-resourced and over-burdened systems
237
.  
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Despite this, the government has allowed refugees with severe mental health conditions to 
access disability grants
238
.  However, such grants are not available to asylum seekers – this 
is a big problem for asylum seekers with mental health conditions who have to wait for 
prolonged periods for status determination
239
. 
The South African policy guidelines concerning mental health are found in: the White 
Paper for the Transformation of the Health System in South Africa of 1997; the National 
Health Policy Guidelines for Improved Mental Health in South Africa of 1997 and the 
Mental Health Care Act of 2002
240
. However, there is still no comprehensive national 




2.1. White Paper for the Transformation of the Health System in South Africa of 1997  
 
The White Paper for the Transformation of the Health System in South Africa of 1997 
focuses on decentralisation of health services and development of a district health 
system
242
. The paper contains implementation strategies for Mental Health Care at a 
National Level
243
. One of these strategies is ensuring equity in mental health service 
provision
244
. The paper also stresses that ‘all mental health staff’ need to be trained in 
working with clients with PTSD and victims of violence
245
. In the preamble this policy 
document only refers to health care for ‘citizens’, hereby excluding refugees and 
contradicting constitutional provisions and the SA Refugee Act of 1998
246
. Furthermore, 
there has been insufficient implementation of the strategies contained within this policy 
document. Most of the mental health budget is allocated to psychiatric hospitals while 







                                                 
238 Chennels op cit note 5. 
239 Ibid. 
240 Vearey & Nunez op cit note 21. 
241 WHO op cit note 235.  
242 WHO ‘WHO Country Cooperation Strategy: South Africa’ (2008-2013), available at 
http://www.who.int/countryfocus/cooperation_strategy/ccs_zaf_en.pdf. 
243 MHPP op cit note 233. 
244 Department of Health (DOH) White Paper for the Transformation of the Health System in South Africa 
(April 1997), available at http://www.info.gov.za/whitepapers/1997/health.htm#Chapter 12.  
245 Ibid. 
246 Ibid. 
247 Ibid; also see J K Burns  ‘The Mental Health Gap in South Africa – A Human Rights Issue’ (2011) 6 The 












2.2. National Health Policy Guidelines for Improved Mental Health in South Africa of 
1997 
 
The National Health Policy Guidelines for Improved Mental Health in South Africa of 
1997 should be read in conjunction with the White Paper for the Transformation of the 
Health System in South Africa of 1997
248
.  It focuses on decentralising mental health 




.  It also 
involves clients and their families; advocates human rights promotion and protection of 
users and calls for equitable mental health provision across different sectors of the 
population
251
.  Unfortunately, this policy has not been officially published or effectively 
implemented and is not considered official policy
252
. Nevertheless, it has still influenced 
opinion and practice in the mental health sector. 
 
2.3. Mental Health Care Act of 2002 
 
The Mental Health Care Act of 2002 is one of the most progressive Mental Health Care 
Acts globally, even including a section dedicated to the rights of those with mental 
disabilities living in institutional facilities
253
. However, there exists a gap between 
legislation and implementation
254
. While mental health provision has been prioritised in the 
National Health Policy, it is not prioritised in practice
255
. Lack of funding has resulted in 
inadequate implementation and therefore inadequate mental health provision remains a 
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3.  Mental Health Care in the Western Cape  
 
In the Western Cape there are 455 outpatient clinics, four child and adolescent outpatient 
clinics, two day centres, six psychiatric inpatient units, nine residential community 
facilities and four psychiatric hospitals
257
. There is a higher referral rate from general 
practitioners to mental health providers in the Western Cape than in any other province, 
apart from Johannesburg
258
. There is a significant difference in Western Cape Primary 
Health Clinics, between those which have doctors and those without
259
.  Most clinics (over 
80%) without doctors have assessment and treatment protocols for mental health 
conditions
260
. Interestingly, very few clinics (below 20%) with doctors have such 
protocols
261
.  Out of all the provinces, the Western Cape has the highest number of 
psychiatrists (0.9 per 100 000), general practitioners (1.4 per 100 000), social workers (0.6 
per 100 000) and psychiatric occupational therapists (0.5 per 100 000)
262
. The number of 
psychiatrists is a third of the international requirement and this is particularly problematic 
given the high prevalence of psychiatric conditions in this province
263
. The number of 
mental health nurses is 10.5 per 100 000 and psychologists is 0.7 per 100 000
264
. This is 
lower than in some other provinces. In general there has been an overall decline in mental 
health providers in SA since the 1990s
265
. The mental health budget is provincially 
allocated
266
 and in most provinces, including the Western Cape
267
, is integrated into the 
provincial health budget. At present there are no statistics on the percentage of the Western 




4. Barriers to Mental Health Services Faced by Refugees 
 
Accessibility of Mental Health Care incorporates the following four dimensions: it must be 
physically accessible; it must be economically accessible (affordable); there must be non-
discrimination in provision of services; and there must be informational accessibility 
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(individuals must have an understanding of their right to health care and knowledge of 
where they can access services)
269
. When discussing the barriers I will look at which of 
these four dimensions have not been realised as well as looking at additional barriers which 
affect accessibility. 
 
4.1. Barriers to Mental Health Services Faced by Refugees Internationally 
 
Use of mental health services can be inhibited by both demand and supply
270
. 
Approximately 75% of individuals with mental health problems in low to middle income 
countries face barriers to mental health services
271
.  Internationally, there is generally a 
lower rate of utilization of psychiatric services amongst refugees, despite the higher 
prevalence of mental health conditions amongst them
272
. Internationally the following have 
been recorded as barriers for refugees: cultural and social barriers; resource constraints and 
service fees; lack of knowledge concerning right to services; discrimination in provision of 
services; language barriers, lack of documentation and mistrust. Furthermore, the mental 
condition itself can pose a barrier
273
. Symptoms such as anxiety and avolition can hinder 




4.2. Barriers to Health Care for Refugees in South Africa 
 
Officially in SA, refugees have the right to mental health care
275
. Even if a refugee or 
asylum seeker lacks necessary documentation, they still have the right to access public 
health services
276
. However, this right is not always granted in practice
277
. Unfortunately, 
many refugees still face barriers to health care including mental health care
278
. In a study 
conducted in Johannesburg in 2011, on forced migrants’ access to health services, 
participants faced specific barriers to mental health services as a result of their refugee/ 
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. The primary barriers they faced were language barriers, problems 
associated with lack of documentation and xenophobic or discriminatory attitudes from 










In certain countries, stigma about mental health disorders results in less funding being 
allocated to psychiatric services
281
. This stigma tends to be higher in lower income 
countries
282
. It can also be a barrier to refugees with psychiatric symptoms, as they often 
feel ashamed at having a mental illness and fear the rejection and discrimination they may 
experience if they seek assistance
283
. This was found in a study conducted on traumatised 




4.3.1.2. Culture and Religion 
 
‘The subjective meaning of mood states, abnormal ideation, and the inability to fulfil 






 and religious characteristics of refugee populations can influence whether these 
refugees recognise psychiatric symptoms and how they deal with these symptoms
287
.   
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Different cultures and religions have different perceptions of what mental illness 
entails and this makes diagnosis and treatment of mental illness amongst different cultural 
groups, complex
288
. Cultural and religious factors which lead to under-utilisation of mental 
health services include: failure to recognise psychiatric symptoms
289
; visiting traditional 
healers when there is a health problem; reliance on religious leaders and certain religious 
beliefs about mental health disorders and the use of psychiatric services
290
. 
There is often an under-reporting of psychiatric symptoms amongst refugees, as many 
consider these symptoms an inevitable part of everyday life
291
. Amongst many Somali 








In SA there are high rates of discrimination against and stigma associated with individuals 
with mental illness
293
.  Many South Africans view mental illness as a sign of weakness 
with 78.79% believing that it is unnecessary to seek professional assistance if one has a 
mental illness
294
. Refugees from certain groups fear being stigmatised and ostracised from 
their family and community if they seek psychiatric treatment
295
. Amongst mental health 
providers there may be a stigma towards refugees’ accessing services, because of their 





4.3.2.2. Culture and Religion 
 
In SA, there is a diverse array of cultures, religions and beliefs
297
. These influence people’s 
perceptions of mental illness and how it should be treated
298
. Certain groups uphold more 
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universally agreed-upon understanding of mental illness, while others hold to more culture-
bound norms of mental illness and treatment
299
. A large proportion of the South African 
population visit traditional healers for mental health complaints
300
. Religious leaders are 
also often consulted prior to or in place of a mental health practitioner
301
. Consultation with 
traditional and religious leaders can be beneficial for less severe mental illnesses, but for 
moderate to severe mental disturbances it can end up being a barrier to vital treatment
302
. 
There are also refugees from various cultural backgrounds and religious beliefs in Cape 
Town, and their access to mental health services could be affected by their differing 
perceptions of mental illness. In this study I hope to determine whether there is a difference 
in service utilization between female refugees from certain cultural or religious groups and 
then determine what aspects of their cultural or belief system pose a barrier.  
 




In low to middle-income countries underfunding of mental health services, and insufficient 
staff present a major barrier to provision of psychiatric services
303
. High cost of 
psychotropic medication and service fees are further barriers
304
. While governments in 
higher income countries tend to allocate more of their health budget to mental health care, 
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4.4.2. South Africa 
 
In SA there is confusion by staff at health facilities, as well as by refugees themselves, 
regarding service fees and how much different classes of foreigners are required to pay
306
. 
It has been reported that staff at health centres have sometimes overcharged refugees owing 
to lack of understanding of when and how much to charge them
307
.  Some staff are reported 
to have denied refugees access altogether
308
. Their reasoning is that they have a tight 
budget and citizens must be prioritised
309
. Indigent refugees are reticent about accessing 
health services because they do not feel that they will be able to afford them
310
.  However, 
asylum seekers and refugees who present with their permits are legally entitled to services 
at the same costs as South Africans of the same economic bracket
311
. Mental health 
services at NGOs are generally free
312
. Unfortunately, the cost of transport to health 
facilities can also present a barrier
313
. 
Governments and funders often focus on meeting refugees’ immediate ‘tangible’ 
needs and because psycho-social needs are not as obvious, funding mental health 
programmes is not always seen as a priority
314
. A narrow focus which neglects to consider 
funding the psychosocial needs of refugees, fails to address the long term consequences 
that unmet psychosocial needs have both on individuals concerned and the larger 
society
315
.  Owing to the recent global economic crisis, there has been a decrease in 
international donor funding for many centres providing trauma counselling for refugees
316
. 
This has resulted in retrenchment of staff at a number of these centres, and hence these 
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In a study conducted in New Zealand amongst Somali refugees, their lack of knowledge 
about their right to health care posed a barrier
318
. This appears to be a common barrier, 
even in first world countries. 
 
4.5.2. South Africa 
 
‘In South Africa, refugees in principle enjoy the right to access healthcare, but ‘‘many 




A study conducted with asylum seekers in Gauteng indicated that many refugees in SA are 
unaware of their right to health care. As a result, few refugees submit complaints when 
their rights are impinged on
320
. There is also a lack of understanding by many health care 
providers in SA on the rights of refugees
321
. This has resulted in their denying access to 
many refugees
322
. Unfortunately, there is not a consistent understanding of the laws and 
policies applicable to this population group
323
. This ‘inconsistent application of relevant 
laws and policies’ with regards to provision of health services to refugees was reiterated by 








Refugees are sometimes subject to discriminatory treatment by service providers
325
. Even 
in first world countries they can experience discrimination on the basis of socio-economic 
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factors or owing to their minority group membership
326
.  Research in the United Kingdom 
identified that Somali women were often subject to discriminatory treatment by health 
workers, based on stereotypes and racist attitudes held by these workers
327
. Discrimination 
is a major risk factor for psychiatric disorders amongst refugees. Discrimination by health 




4.6.2. South Africa 
 
Barriers to health services in SA are often found at the individual and institutional level
329
. 
There is not a blanket discrimination towards refugees across health institutions but rather 
staff at some institutions are discriminatory
330
. Research in Gauteng indicated that refugees 
felt that the xenophobic attitudes of service providers posed a major barrier to their ability 
to enjoy their right to health care
331
. This barrier was reiterated with regards to mental 
health care, in a study conducted with forced migrants in Johannesburg
332
. 
It appears that there is a greater prevalence of xenophobic attitudes amongst health 
clerks and nurses, who have been reported as turning refugees away
333
. They often argue 
that they are conserving limited health resources for citizens
334
. However, their actions 
violate the SA Refugee Act which acknowledges that refugees should have equal access to 
health care as citizens
335




In Cape Town it is reported that more female as compared to male refugees face 
xenophobic attitudes when accessing general health services
337
. These attitudes are more 
prevalent in the outlying areas of Cape Town and in densely populated townships such as 
Nyanga and Khayelitsha
338
. It could be possible that these attitudes are also prevalent 
amongst mental health providers
339
.   
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Language can pose a significant barrier to access
340
. It can pose a barrier in terms of: 
knowledge about where to access services; making an appointment; filling out necessary 
paper work
341
 and in treatment. Communication is an essential part of psychiatric treatment 
and the subtleties of what is expressed can greatly aid in diagnosis and treatment
342
. Lack 
of proficiency in the native tongue of a host state can hamper access and effectiveness of 
psychiatric treatment
343
. In the study conducted with Somali refugees in New Zealand, they 
found that miscommunication and problems with translation limited the efficacy of 
treatment
344
. While translators can be helpful, they are not always available
345
.  Use of 
translators can impinge on client confidentiality, and clients may be less willing to share 
honestly with a service provider if a translator is involved
346
. Finally, the quality of 




4.7.2. South Africa 
 
Refugees in SA face similar language barriers to refugees in other parts of the world
348
. 
Lack of translators or poor translation can lead to miscommunication and lack of 
understanding of the health issues at stake
349
. Mental Health Care in the Western Cape is 
already under-resourced and provision of translators at public health services is often not 
seen to be feasible.  
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Resolution 1.4 of March 2012 of the World Health Assembly, on Barriers to Accessing 
Refugee Health Services, identifies how lack of documentation can hamper access
350
. In 
some countries undocumented refugees are not allowed to access public services and are 
referred to NGOs. For others, lack of documentation hinders them from seeking access, as 
they fear there may be repercussions, such as deportation
351
. Lack of documentation has 
been linked to poorer mental health prognosis
352
. While NGOs are a great asset in 
provision of health services to refugees, governments should not use their existence as an 
excuse to neglect their state obligations. States which have ratified the UN Convention 
Relating to the Status of Refugees are obliged to provide health services to refugees 
regardless of their documentation status353. 
 
4.8.2. South Africa 
 
Lack of documentation is also a major barrier in SA
354
. Many asylum seekers without 
necessary documentation are barred from accessing health services
355
. This was a problem 
for forced migrants seeking mental health care in Johannesburg
356
. Lack of documentation 
is often a result of Department of Home Affairs delaying documentation processing
357
.  
Undocumented asylum seekers often fear accessing health services
358
, but they are entitled 
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Mistrust and fear amongst refugees can be a barrier to open, in-depth discussion with them 
in the mental health setting
360
.  This can hinder history-taking and diagnosis of the client
361
.  
The client may fear that what they say and how they behave may affect how they are 
treated and may have consequences for their stay in the asylum state
362
. Mistrust will vary 
between refugee communities, and can be influenced by their pre and post-migration 
experiences as well as by their diagnosis
363
. Lack of respect and professionalism by service 
providers increases mistrust
364
. The perception that the health provider lacks understanding 
of conditions and cultural factors in the refugee’s home country can make refugees 




4.9.2. South Africa 
 
Mistrust can make refugees in the Cape fearful to talk freely
366
. The presence of agents in 
SA further hampers some clients from opening up
367
. This is particularly challenging in the 
mental health sector as in order to effectively counsel someone, the service provider needs 
a basic understanding of the client’s history
368
. Furthermore, probing questions which are 
necessary could evoke suspicion and fear in clients. Some clients also prefer counselling 
sessions not to be recorded as they fear agents could access the documented files
369
. This is 
a further challenge for health providers as documenting clients is a necessary part of 
effective service provision
370
. Another difficulty is to distinguish between legitimate 
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paranoia and paranoia as a symptom of the client’s disorder
371
. While mistrust is an issue 
for many refugees globally, it is compounded in SA as a result of xenophobia, 








Hathaway argues that as a group, refugee women’s specific health needs are often 
overlooked
373
. Not only is this detrimental to refugee women, but it also has repercussions 
for a female refugee’s family, particularly if the refugee is a mother
374
. Refugee mothers 
often hold the family together and their illness can incapacitate their family
375
.   
The study conducted amongst Somali women in the UK, showed that more male 
refugees visited psychiatric services as compared to female refugees
376
. However, an equal 
number of females as compared to males visited general practitioners
377
. In this study it 
appeared that women often sought treatment for somatic complaints, when they had 
underlying mental health disorders
378
. This has been noted in a number of studies on 
female refugees and mental health
379
. Somatization is particularly prevalent amongst 
female refugees from cultures which prohibit the display of emotions
380
.   
 
4.10.2. South Africa  
 
It is likely that barriers to accessing mental health services experienced by female refugees 
globally would be similar to those experienced in Cape Town. Yet, some barriers may be 
unique to Cape Town. This study aimed to gain a clearer understanding of the multiple 
obstacles facing female refugees in Cape Town. The next chapter outlines the methodology 
that was used to determine this. 
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This chapter discusses the methodology of this study. It describes the study design and the 
ethical principles applied. It further describes how the aim and objectives were achieved. 
The aim of this study was to answer my thesis question:  
 
What are the barriers to access to mental healthcare services in the Cape Metropole, 
faced by refugee women who have been exposed to trauma? 
 
The objectives of this study were to identify the right of female refugees to access 
public mental health services and determine the government policies relating to the 
promotion and protection of this right. The objectives further sought to determine whether 
and to what extent this right is being upheld and promoted and the areas in which this right 
is hampered. The final objective was to determine whether female refugees face barriers to 
accessing public mental health care services, and if barriers existed to identify the nature of 
them. 
 
2. Study Design 
 
A qualitative study design and phenomenological approach were used. The rationale for 
using this design was manifold. First, the data which the study aimed to collect was 
qualitative rather than statistical; therefore a qualitative design was more appropriate
381
. 
Qualitative techniques allowed for in-depth exploration of the study phenomenon from the 
perspective of participants
382
. Secondly, I intended to gain an understanding of the 
commonalities between the lived experiences of the participants
383
. This approach allowed 
for this and provided comprehensive findings
384
.  This contextual approach provided a 
greater understanding of the many factors
385
, including social, cultural and structural 
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factors, which informed the behaviour of female refugees
386
. Thirdly, this study design was 
chosen as it was seen to be socially sensitive.  
 
3. Study Approach 
 
A phenomenological approach was chosen for a number of reasons. It enabled me to 
describe what was common amongst participants’ experiences and perceptions of the 
phenomenon being studied
387
. In this study the phenomenon was ‘the barriers to accessing 
mental health services faced by female refugees in the Cape Metropole who have been 
exposed to trauma’. This approach enabled me to gain an understanding of ‘what’ were 
commonly perceived as barriers by participants
388
. By uncovering shared perceptions of 
these barriers and solutions to overcoming them, I sought to outline the main areas to 
address in order to improve access for this population group. 
 
4. Data Collection Methods 
 
Initially I had planned to collect data in two ways. First, I aimed to collect it through semi-
structured in-depth interviews with eight mental health care workers at four different 
organizations. Secondly, following these interviews, I aimed to run a focus group with all 
these participants. The interviews were conducted but the focus group was not run, as 
through the study process it emerged that it would not be feasible owing to time-
constraints. All the participants that I interviewed were under extreme time pressure, with a 
number of them being the only mental health providers in their facility.  Furthermore, the 
time allocated for interviews was sufficient to ensure data saturation without needing to 




4.1. Semi-structured In-depth Interviews  
 
Semi-structured, in-depth interviews were chosen for data gathering, as this method 
allowed for comprehensive, in-depth analysis of the mental health care workers’ 
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experiences and perceptions of the phenomenon being investigated
390
. This method also 
provided a degree of flexibility and as a result did not limit or dictate the type of data 
collected
391
. Though flexible, the questions had some structure in order that the data 
collected sufficiently answered the study question
392
. 
Initially, I set-out to conduct in-depth interviews with eight mental health care 
workers from four institutions. However, through contacting various clinics and NGOs 
throughout Cape Town it emerged that many of these institutions only have one counsellor. 
As a result I altered my study method by increasing the sample from four organizations to 
six organizations (one of the organizations had more than one counsellor and thus I 
conducted two interviews there). 
One interview was conducted with each participant. Each interview lasted 
approximately 60 minutes. Morse (1994) argues that six or more interviews are sufficient 
for a phenomenological study.
393
 According to Creswell (1998) no more than ten 
interviews are required for a phenomenological study
394
. Thus the number and length of 
my interviews were appropriate for my study method. 
Interviews were recorded using a sound recorder and were then transcribed. 
Participants completed informed consent forms prior to the interviews to consent to the 
interviewing and recording. All participants consented to being recorded. After transcribing 
the interviews I conducted member checking
395
 to ensure that I had correctly interpreted 
what the participants had said. Member checking occurred via email.  
 
5. Gaining Access 
 
When exploring the validity of my thesis question, I established contact with a number of 
organizations and individuals who offer mental health services to refugees. Most of the 
individuals and organizations I contacted said that they would be willing to be interviewed 
if I decided to do an empirical study. Therefore, I first re-connected with these 
organizations after my study method was finalised.  Both public facilities and NGOs I 
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contacted were under extreme time constraints.  However, NGOs were generally more 
willing to engage in the study. The public health facilities were harder to contact and I 
contacted numerous of these facilities without success, before finding willing participants. 
A number of the public health facilities I contacted either did not offer mental health 
services or were reticent to participate as they said they saw few refugee clients. There was 
a common consensus amongst public health facilities that they saw relatively few mental 
health clients who were refugees. This was particularly the case at the primary care level. 
When negotiating access with organizations, I first asked their permission to interview 
mental-health workers in their organization. Following this, I asked the organizations if 
they would prefer to remain anonymous in the report.  
 
6. Population and Sampling 
 
I interviewed seven mental health care workers from six institutions as well as a private 
counsellor.  I decided to interview mental-health providers rather than refugee clients for a 
number of reasons. These reasons included:  
 
- Many refugees in the Cape are not first language English speaking, and this language 
barrier would have complicated the interviewing process;  
- Owing to their experiences, many of the refugees in SA are very suspicious and find it 
difficult to trust people and thus if I did interview them they may have felt threatened 
and been unwilling to share their stories;  
- Many of these refugees’ experiences are traumatic and I felt that it would be unethical 
to conduct a study with them as it could lead to emotional distress. As I am not a 
counsellor this sharing could be distressing rather than therapeutic for them. 
- Furthermore, through interviewing counsellors who collectively have worked with 
many refugees, I hoped to gain a more comprehensive answer to my thesis question. 
  
I asked organizational representatives to identify one or two of their mental health care 
workers whom I could interview. Purposive expert sampling was used to select 
participants, in other words participants were chosen because of their knowledge and 





                                                 













Criteria for selection of participants included:  
 
- That they were mental health care workers or counsellors; 
- That they had worked or had contact with female refugees who have been exposed to 
trauma; 
- That they had worked in an NGO which offers mental health care services, or with a 
public mental health service in the Cape Metropole for at least 6 months; 
- and that they spoke English. 
 
The sample size and number of interviews I conducted provided me with a broad 
understanding of the phenomenon. I interviewed three participants from two non-
governmental organizations (NGOs) and one participant who is a renowned refugee trauma 
counsellor, who though in private practice does pro-bono counselling of refugees. I also 
interviewed four mental health workers, working at four public health facilities in the 
Cape. Two of these public health facilities were primary health clinics and two were 
hospitals.  I chose to interview counsellors from both NGOs and public health facilities as 
refugees access services at both types of facilities in the Cape Metropole
397
.  This also 
helped to diversify my sample and to provide a more comprehensive perspective on 
perceived barriers. I sought to determine whether perceived barriers differed between 
participants working at NGOs and those at public health facilities. I hoped that this variety 
in gatekeepers and participants would provide me with a better realization of the barriers 
caused by the facilities themselves and what were commonly perceived barriers within the 
refugee communities. 
 
7. Gaining Consent from Participants 
 
After the study process was explained to participants and each had been provided with an 
information sheet, they completed the informed consent sheet.  I ensured that they 
understood that they were not obliged to participate in the study and that they were free to 
drop out of the study at any time (this information was included on the informed consent 
forms). I also ensured that all participants were legally competent and therefore free to 




                                                 













8. Ethical Considerations 
 
Ethics approval for this study was granted by the UCT Law Faculty Research Ethics 




I spoke to the organizations when negotiating access with them, to determine if they 
wanted to remain anonymous or not. I also spoke to each participant to determine if they 





Confidentiality was ensured in the following ways. First, interviews were generally held in 
private rooms. Secondly, measures were taken to ensure that data collected was kept in a 
safe, private place. Thirdly, clients received write-ups of their interviews. They were able 
to decide if the way they have been represented was valid and fair. If they were not happy 
with any of their quotes chosen then I removed the quotes.  
 
11. Data Analysis and Interpretation 
 
The type of information that was collected through this study included literature as well as 
personal and social information from participants. Data gathered provided descriptive 
information on the study phenomenon. The qualitative data gathered included: 
transcriptions of audio recorded, in-depth interviews
398
 and field notes. Data from the 
transcriptions were collated into commonly occurring units of meaning. These units of 
meaning were collapsed to form codes. From these codes the main themes concerning 







                                                 














CHAPTER FOUR: STUDY FINDINGS 
 




This Chapter describes the participants’ female refugee clients and the six themes which 
emerged from this study. These themes reflect common barriers faced by female refugees 
in accessing mental health services in the Cape. They are ‘Institutional Barriers’, 
‘Language Barriers’, ‘Transport Barriers’, ‘Cultural and Religious Barriers’, ‘Work and/ or 
Childcare Responsibilities’ and ‘Individual Barriers’. While these themes are not all-
encompassing, they were the most commonly identified by participants. 
 
2. The Gatekeepers and Participants 
 
Some of the participants and organizations wanted to remain anonymous. Pseudonyms 
have been provided for these participants.  
Three participants from two NGOs were interviewed. One of the NGOs wanted to 
remain anonymous in order to protect refugee clients accessing their services. The 
participant working at this NGO was given the pseudonym ‘Sarah’. The other NGO which 
was willing to be named was Scalabrini.  I interviewed two individuals at Scalabrini, 
Rebecca and Marcel. A private counsellor, Morgan, who does pro bono work with refugees 
was also interviewed. 
All the public institutions and the participants working there wanted to remain 
anonymous and thus have been given pseudonyms. The two participants working at the 
hospitals will be referred to as ‘Lauren’ and ‘Bernice’. The participants from the clinics 



















3. Descriptions of Participants’ Refugee Clients 
 
3.1. Countries of Origin 
 
The majority of refugee clients came from the DRC
399
















 and Congo Brazzaville
407
. Not all participants saw 
clients from the same countries of origin. The difference in client demographics could be 
influenced by the location of the services and by factors such as ‘word of mouth’
408
.  Client 
demographics also fluctuate over time depending on what is happening in their 




3.2. Why these Countries? 
 
‘We’ve definitely noted the effects of the violence in Goma and North Kivu (DRC), 
and the on-going human-rights abuses in Rwanda are causing a continuous flow of 
Rwandans… It’s a big problem and those are seriously traumatised people.’  (Rebecca) 
 
There is a large Congolese community in the Cape which could account for the high 
number of Congolese clients seen
410
. The on-going conflict in this region and the recent 
unrest in Goma have led to an increase in refugees from this region
411
. Many Congolese 
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female refugees have experienced war rape which also accounts for the high level of 
trauma amongst this group
412
.   
The number of traumatised Rwandan refugees being seen could be owing to the 
increasing instability and human rights abuses in Rwanda
413
. Also the level of torture and 




The Zimbabweans accessing services are both economic migrants and refugees
415
. The 
percentage of them seen could be linked to the high numbers of Zimbabweans in SA.   
 
3.3. Location of Refugees in the Cape 
 
The refugee clients come from throughout the Cape Metropole
416
. Areas include: 
Observatory, Retreat
417


















, Wynberg, Muizenberg, Capricorn
426
, Parklands, Table View
427
 and the 
Northern Suburbs
428
.  Most of the refugees seen came from poorer communities
429
.   
Reasons given for refugees coming from these areas were that: these are the public 
health facilities’ catchment areas
430
; refugee shelters (which refer clients) are in these 
areas
431
; and for various reasons refugees tend to live in these areas (rent is reasonable; 
there is less xenophobia than in the townships and these are often areas where other 
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members of the refugee community live
432
.)  It was difficult to determine whether the 
relatively low number of refugees seen from townships was because fewer of them live in 
these communities, or if it was owing to additional barriers to access in townships. 
 
3.4. A Comparison of  Female to Male  Refugees Accessing Services 
 
The hospitals tended to see more refugees than the clinics. Lauren said that approximately 
2% of the psychiatric clients at her hospital are refugees
433
. Bernice said that the difference 
between numbers of mentally ill female and male refugees accessing her hospital differs 
over time. However, generally they see more males. Currently the hospital is seeing two or 
three male refugees but no females
434
. She also said that generally in the Western Cape 
more males access acute psychiatric services
435
, possibly owing to the higher rates of 
substance abuse amongst males in this province
436
. Substance abuse has led to increased 
levels of males entering psychiatric facilities with Substance-induced Psychotic Disorder 
and other mental disorders triggered by substance abuse
437
. This phenomenon was 
reiterated by a participant working at a clinic
438
.  
Each clinic participant had only ever treated one mentally ill female refugee, despite 
the fact that both had worked in their facilities for at least three years
439
. Josephine had 




Gender differences amongst refugees accessing mental health services in the non-
governmental sector, differed between participants. Sarah sees two to three female refugees 
per month but overall she sees a lot more male refugees
441
. Morgan generally sees three to 
four female refugees per month. More female than male refugees access her services with 
about a three to one ratio
442
.  The likely reason for this gender difference is because she has 
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worked for a long time in the sexual violence sector and more women tend to admit to 
experiencing sexual violence so they are more often referred to her
443
.  
All Rebecca and Marcel’s clients are refugees. Approximately 35% of Rebecca’s 
clients are female and about 50% of Marcel’s clients are female. Marcel sees about 200 
female refugees per month. Rebecca sees around 30 new female clients per month 
(Sometimes this number increases to 60 depending on the month)
444
. However, not all of 
them have mental health problems. 
Most participants said that the male to female ratio of clients fluctuated, often 
depending on external triggers
445
. The conflict in Goma
446
 has resulted in an increase in 
Congolese female refugees accessing services at Scalabrini
447
. Xenophobic attacks in 
specific communities will increase the number of those clients being seen
448
. Rebecca often 
sees more mentally ill female refugees during winter as during this time people become 
more desperate and there is more domestic violence
449
.   
 
3.5. Age Range 
 
The refugees seen were generally between the ages of 20 and 40
450
. There are a number of 
reasons for this age range. First, the refugee population tends to consist of more mobile 
individuals.  Younger individuals will generally find it easier to flee and are more willing to 
seek new opportunities
451
. Elderly people often find it harder and are more fearful to flee 
their country
452
.  Secondly, there may be higher levels of stigma regarding mental health 
services amongst elderly refugees
453
. Thirdly, female refugees in this age group often 
experience multiple stressors. Stressors include sexual assault, the burden of childcare and 
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3.6. Common Conditions  
                                                                                       
Josephine’s female refugee client had Bipolar which she felt was linked to mental illness in 
this client’s family. However, this client was also experiencing numerous social stressors 
which could have triggered the breakdown she experienced in SA
454
.  
Mpho’s female client had Bipolar while her male refugee clients had Schizophrenia 
and Substance-Induced Psychotic Disorder
455
.  Mpho mentioned how one of her 
schizophrenic clients had been stable until the xenophobic attacks in 2008. The trauma he 
experienced during this time triggered a psychotic episode
456
.   
Rebecca said substance abuse is a common trigger for mental illness amongst male 
refugees, while trauma and stress are common triggers amongst female refugees
457
. She 
believes there are extremely high levels of undiagnosed depression and PTSD amongst the 
female refugees she sees
458
.  The impact of extreme social stressors faced by female 
refugees (particularly mothers) on mental health was reiterated by another participant
459
.  
Bernice said that substance abuse was not a problem amongst the refugees she saw. 
However, she then related a story of a refugee client with PTSD who had become an 
alcoholic
460
.  There was a high prevalence of schizophrenia amongst her refugee clients. 
Many of them have experienced some post-traumatic stress symptoms which could be a 
trigger for the development of their psychiatric disorders
461
.  
One participant mentioned that the majority of her refugee clients had a history of 
psychiatric illness. A few of them were brought to SA by their families so that they could 
access better psychiatric services
462
. Therefore, she felt that their conditions were not 
necessarily trauma-induced or triggered by traumatic experiences. However, she later 
mentioned that few of her female refugee clients have opened up about whether they have 
experienced trauma. Thus, I would argue that she cannot be certain that traumatic events or 
the stressors linked to being a female refugee did not trigger some of her clients’ mental 
breakdowns.   
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4. Exposure to Trauma 
 
‘By definition a genuine refugee would very rarely not have directly experienced some 
trauma.’ (Rebecca)                                                                                                                     
 
The majority of the participants believed that exposure to trauma was high amongst the 
female refugee population
463
. Sarah said most clients had experienced pre-migration, 
migration, and post-migration trauma. Morgan said that all the refugee clients she sees 
have been exposed to multiple and extreme traumas. However, she said that this is partly 
due to the fact that she works with extreme trauma cases, so not all female refugees living 




4.1. Pre-Migration Trauma 
  
If we’re speaking about past traumas, things that have occurred or which they’ve been 
exposed to in their own countries, it’s beatings; it’s having watched their families being 
slaughtered; its having returned home to where the village is completely destroyed, 
there’s nothing left and they need to be on the run. It’s having to leave children behind 
and then trying to bring them out of the danger zone; for many of the clients it’s 
political rape…  (Sarah) 
 
Most participants described a high prevalence of pre-migration trauma amongst their 
clients
465
. Traumatic experiences included: torture; rape; watching family members being 
killed
466
; and leaving family, friends, home and culture behind
467
. Marcel described an 
encounter with a female client and her four year old daughter who had both faced rape in 
their home country. When asked to draw a picture the little girl drew a picture of the 
trauma she had experienced. It was still vivid in the child’s mind. Other participants also 
mentioned the horrific war rape and torture experienced by their clients
468
. One of Lauren’s 
female clients when faced with the option of repatriation said:  
 
‘I would rather die in South Africa than to go back to those circumstances’.  
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Not only the trauma they faced but the day-to-day survival struggles made life 
incredibly difficult for these refugees in their home countries
469
. Many refugees are not 




4.2. Trauma during Migration 
 
But I think the trauma of the journey is completely underestimated, especially women 
who have to journey with children…. thousands and thousands of kilometres, you don’t 
know where your next meal is coming from. You ask this driver for help, you are at his 
mercy. You are at his mercy…  (Rebecca) 
 
As described in the literature review the migratory process can also be traumatic. This was 
emphasised by some of the participants
471
.   It is particularly traumatising for women and 
for mothers journeying with their children. These women are vulnerable to general 
violence and to sexual exploitation by truck drivers and border guards
472
. Other traumatic 
migratory experiences recounted were: losing family members (one participant mentioned 
how her client had lost her children during the migratory process and only found them a 
year later
473
) while other clients had family members who were never found
474
; fleeing on 
foot for long distances
475
; struggling to find food for themselves and their children; and 




4.3. Trauma and Stressors once in South Africa 
 
‘….They are living in the fear here. Fear to be attacked by neighbours, fear of being 
reported, fear of not having enough to survive, you know. Those are the kinds of fear.’   
                                                                                                                                (Marcel)  
 
Traumatic experiences in SA were also common amongst clients. This post-migration 
trauma was similar in some ways and differed in other ways from pre-migration traumatic 
experiences. Trauma and stressors experienced in the Cape compounded previous 
harrowing experiences
477
. For some clients these experiences were worse than their pre-
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; xenophobic attacks (such as homes and businesses being destroyed)
481
; 





; raising children with limited 
financial and social support
484
; and the high crime rate
485
. Further stressors and traumas 
included being abandoned by husbands and partners and trying to find lost loved ones
486
. 
Violence in the Cape differs in certain ways from previous traumatic experiences such as 
genocide; rape by large group of soldiers and constant gunfire. Trauma in Cape Town is 
more unpredictable
487
. The nature of this trauma often differs depending on the community 
they are living in. Clients from areas such as Observatory, experience crime such as 
robbery and are not generally targeted because of their identity. However, clients coming 
from townships experience more xenophobic-related trauma
488
. Sexual violence and other 
violent crime are commonly experienced by female refugees.  The constant fear from 
living in a violent society, exacerbated by PTSD symptoms of hyper-arousal, makes life in 
Cape Town incredibly anxiety-provoking. 
Further post-migration stressors include having to learn the intricacies of a new 
society and having to rebuild their life
489
. They have to make new friends, build new social 
networks and learn new languages
490
. Finding shelter and food is another stressor 
particularly for single mothers
491
. They are faced with the asylum application process 
which is particularly challenging in the Western Cape at the moment owing to the 
Department of Home Affairs’ refusal to reopen the Maitland Refugee Reception Centre
492
. 
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Finally, the fear of not coping adds to this stress
493
. The daily post-migration stressors can 
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SECTION 2: DESCRIPTIONS OF THEMES – BARRIERS TO ACCESS TO 
MENTAL HEALTH SERVICES 
 
1. Theme 1: Institutional Barriers 
 
‘Institutional Barriers’ reflect how female refugees’ right to access psychiatric services is 
being upheld or impinged on at the institutional level. It further addresses how policies 
relating to this right are being applied.  Five institutional barriers have been identified.   
 
1.1. Barriers in the Referral System 
 
According to Section 6(1)(b) of the Mental Health Care Act, health establishments must 
refer mentally ill clients ‘…according to established referral and admission routes to a 
health establishment that provides the appropriate level of mental care, treatment and 
rehabilitation services.’ The referral system of mentally ill female refugees in the Cape is 
described by one of the participants:   
 
‘…[It is] fragmented and hit and miss. In some instances I’ve had good responses. In 
others it’s taken me months and months and months of writing letters and phoning and 
asking and getting nowhere…’  (Morgan) 
 
If a person becomes dangerously psychotic in the community, the police are required 
to take this individual to a health establishment to be psychiatrically assessed
495
.  Clients 
must generally undergo a 72 hour psychiatric observation at a state secondary hospital to 
determine if they require inpatient admission to a tertiary psychiatric institution
496
. Owing 
to their high case load, psychiatric hospitals are unable to admit a person directly from the 
community except in cases where a client is well-known at the institution or was recently 
discharged and then relapsed. The four tertiary mental institutions in the Western Cape are 
Stikland, Lentegeur, Valkenberg and Alexandra Hospital
497
.   
If a client is dangerously psychotic then a service provider should phone the police to 
come and take the client for psychiatric assessment
498
. According to the Mental Health 
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Care Act, if the client is non-violently psychotic a relative or health provider can take them 
for psychiatric assessment
499
. Unfortunately, refugees do not always have family members 
who can take them
500
. Furthermore, organizations, without health providers, are not able to 
refer a non-violent psychotic client for psychiatric assessment if the client refuses
501
.  
There was a general consensus amongst public health participants that the public 
mental health referral system works well
502
. One participant was unaware of any referral 
barriers facing refugees
503
. However, the response was different in the NGO sector. Sarah 
said her organization received few referrals from public health facilities. The referrals they 
did receive were mainly from NGOs working specifically with refugees
504
. She believes 
this is due to a lack of awareness amongst those in the public health sector of the existence 
of some of these refugee NGOs they can refer to
505
. Owing to the very heavy work-load of 
mental health workers in the public and NGO sector it can be difficult to find time to 
collaborate with other NGOs concerning refugee clients’ multiple needs
506
. 
Another difficulty is trying to refer a client for counselling, when it is clear they are not 
coping, but they do not open up (This is a particular problem with refugees). It is difficult 





1.2. Documentation Barriers and Lack of Awareness of Refugees’ Rights 
 
Amongst participants there was a difference of opinion concerning whether or not refugees 
needed specific documentation to access mental health services at primary level clinics
508
.  
All said that lack of documentation was not a barrier at their institution. However, some 
participants mentioned that when referring to other mental health services it had sometimes 
been an issue. Lack of documentation and sorting out the social needs of refugees was 
incredibly time-consuming and placed an extra responsibility on overworked health 
providers. While this is not an excuse for discriminatory treatment, it does explain why 
mental health providers are sometimes more reluctant to serve refugees.  
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1.3. Xenophobic and Discriminatory Attitudes 
 
‘…I’ve met some very lovely health care providers who, who try their best with very 
little resources, but there are others who are appalling in their attitude and frankly 
xenophobic.’  (Morgan) 
 
All the participants that I interviewed displayed a positive, concerned attitude towards 
refugees and all affirmed the right of refugees to access psychiatric services on the same 
standing as citizens. However, this may not be the generally-held attitude amongst mental 
health providers in the Cape.  
One of the public health participants said that xenophobic attitudes amongst staff 
could be a barrier
509
. However, she had  never heard  of this occurring at her 
institution
510
.The others were not certain whether it was an issue but all said that refugees 
accessing their services were treated the same as South Africans, regardless of 
documentation
511
. Two institutions mentioned the right of refugees to complain to the 
Mental Health Review Board if they were unhappy with their treatment.  Mpho said that 
xenophobic attitudes of other clients may hinder female refugees from seeking treatment, 
as refugees are blamed for everything in the communities: 
 
‘Even if there was no medication in the pharmacy definitely they would blame the 
foreigners ‘‘It is them that are making our place so full, and now we cannot even have 
enough medication!’’ ’  (Mpho) 
 
Most of the NGO sector participants recounted xenophobic incidents experienced by 
their clients from clerks and staff at public health facilities
512
. Xenophobia was more 
common amongst clerks and frontline workers than medical professionals
513
. However, 
there were some accounts of xenophobic attitudes amongst health professionals
514
. Morgan 
described two xenophobic encounters experienced by her refugee clients. One incident was 
where she took an acutely-ill female refugee to a hospital for an emergency referral. She 
had phoned prior to leaving and was told she could bring the client in. They waited for six 
hours before being seen. After explaining the client’s story, staff told them that they were at 
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the wrong hospital. If she had not contained the client, the client would not have coped. 
Another acutely-ill refugee she took to a hospital was placed in a general rather than a 
psychiatric ward. The general ward was so full the client was made to sleep in a chair in 
the ward for the whole weekend
515
. The client was resistant to accessing public psychiatric 
care after that. 
Sometimes what appear to be xenophobic attitudes could instead be lack of awareness 
of refugees’ rights and confusion of institutional policies as a result of high staff -
turnover
516
. Furthermore, what appears to be xenophobia could rather be poor care as a 
result of staff being over-worked
517
.  Discriminatory treatment is often haphazard, being 




1.4. Under-Resourced Mental Health Services  
 
Lack of funding, resources and overall capacity was a barrier described by all participants. 
There are limited places to refer clients to for counselling
519
. There is a lack of resources 
for holistic case management which is often required to effectively deal with refugees and 
is a practice common in more well-resourced countries
520
. Owing to lack of consistent 
funding for NGOs services are too few and too short-term
521
.  It is difficult for NGOs to 
access funding for counselling, particularly for refugees
522
. Additional funding is needed 
for refugee counselling services as refugees generally have multiple needs. Funding for 
interpreters is difficult to access
523
. The loss of funding for Rape Crisis Centre in the past 
year is further reducing counselling services for citizens and refugees who have been 
victims of sexual assault
524
.  
Conditions like PTSD require intensive long term treatment. Unfortunately, the extent 
and nature of counselling services available in the Cape is often insufficient to properly 
treat it
525
. Few counsellors in both the NGO and public sector have the training or 
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There are insufficient staff and services available to meet the high demand for mental 
health care in the Cape
527
. Owing to high levels of substance-induced psychosis
528
 and the 
HIV/ AIDS pandemic hospitals in the Cape face the challenge of acute bed pressure
529
.  
Not all clinics in the Cape offer psychiatric services. Psychiatric nurses often work at a 
number of clinics and cover large areas
530
. Staff are carrying a high case-load and have 
minimal time to see each client
531
.  
It is particularly time-consuming to work with refugees with mental health disorders. 




1.5. Staff Compassion Fatigue 
 
I think what happens with a lot of mental health workers… when they’re faced with 
such a big mix of primary trauma and…extreme human sadness…It…becomes quite 
overwhelming and I’ve seen some mental health workers just stepping out because they 
can’t, there’s not enough help to, to actually do anything.  (Morgan) 
 
There is a lot of compassion fatigue
533
 amongst those working in the mental health sector 
in the Cape
534
.  Two participants mentioned the frustration and stress of working in 
psychiatry in an overburdened public mental health sector. They felt that because of their 
high case load they are unable to provide quality in-depth care
535
. Working with refugees 
can be emotionally-draining. It was described as ‘wearying and exhausting’ by one 
participant
536
. This work can result in vicarious traumatisation and compassion fatigue, 
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resulting in service providers sometimes being reticent to counsel refugees
537
. The 
vicarious traumatisation of mental health providers and refugee workers is often 




2. Theme Two: Language Barriers 
 
‘The main barrier…the first barrier is language problems. Because when you have to 
counsel someone or if you have to access medical care, you must be able to explain 
yourself…Most of the people they just decide not to go, not to use that place.’  (Marcel)  
 
You know, and sometimes it could also be, could be the language barrier. I mean, a lot 
of the refugees don’t speak maybe English. Or don’t speak proper English.  And you 
know they can’t really, you know, communicate what is wrong with them. So, so only 
when they really become psychotic and the family takes them to the hospital, and then 
we figure out ‘‘Ok, you know, there is something. Maybe there is a mental illness, 
now.’’  (Josephine) 
 
The most commonly mentioned barrier was language
539
. Some even described it as the 
biggest barrier
540
. While English is the Lingua Franca in the majority of mental health 
services in the Cape, many refugees there are not from English speaking nations
541
. 
Language can be a barrier to awareness of services and to communication during 
consultations
542
. Some facilities may disregard refugees because of the communication 
barrier
543
. As a result, psychiatric illness may go undiagnosed, until the refugee becomes 
acutely ill
544
. If a refugee is thought-disordered or is experiencing bizarre delusions, it may 
be hard to determine because of communication difficulties
545
.  Unfortunately, many 
institutions face difficulties in accessing and funding trained mental health interpreters
546
.  
Even if refugees are able to communicate in basic English, in-depth discussions are 
difficult. Some participants mentioned how there are a few staff at their institutions who 
could speak a refugee language, and they would sometimes be called on during 
                                                 
537  Ibid at 6&7. 
538 Rebecca op cit note 399 at 22. 
539 Josephine op cit note 400; also see Morgan op cit note 399; also see Marcel op cit note 399; Rebecca op 
cit note 399; also see Lauren op cit note 399 at 4; also see Bernice op cit note 399 at 9; also see Mpho op 
cit note 403 at 23. 
540 Josephine op cit note 400 at 8; also see Morgan op cit note 399 at 6&10; also see Marcel op cit note 399 
at 3. 
541 Josephine op cit note 400 at 5; also see Gerard Drennan & Leslie Swartz ‘A concept over-burdened 
Institutional roles for psychiatric interpreters in post-apartheid South Africa’ (1999) 4(2) Interpreting p. 
169–198, available at http://asli.org.uk/files/downloads/65_interpreting%20in%20psychiatry.pdf. 
542 Josephine op cit note 400 at 5; also see Lauren op cit note 399 at 4. 
543 Lauren op cit note 399 at 20. 
544 Josephine op cit note 400 at 8. 
545 Lauren op cit note 399 at 20. 












consultations. However, this could be problematic for two reasons. First, these staff have 
other job demands and cannot be called on at any time. Secondly, translators can impinge 
on client confidentiality and can be a barrier to clients opening up
547
.  
Rebecca mentioned how male refugees often have a better grasp of English than 
females
548
. This is particularly common in Somali communities, where most women stay at 
home. This makes it much harder for them to learn English and may make them more 
apprehensive to seek psychiatric care.  
 
3. Theme Three: Transport Barriers  
 
‘It’s harder to get out of bed never mind open the door and…or sit down or take a train 
or walk somewhere, you know. People collapse. They can’t stand up actually.’  
                                                                                                                         (Morgan) 
 
Transport was another commonly mentioned barrier to access except in most acute cases. 
The cost of transport can be prohibitive and using public transport can be dangerous for 
refugees. When clients are acutely ill they are generally transported to the hospital by 




While indigent refugees are not required to pay for public health care and NGO services, 
the cost of travelling to the clinic can be a barrier.  Transport costs are particularly difficult 
for the unemployed and those living far from mental health services
549
.  For many destitute 
clients who are struggling to buy food, the cost of transport is an insurmountable barrier
550
. 
When the choice is between buying food for the family versus accessing mental health 
services many female refugees will prioritise the former. Some, but not all institutions 
cover transport costs.   
Secondly, using public transport can be time consuming. Refugees may feel that they 
cannot justify taking time off work to access mental health services
551
.  
                                                 
547 Smith op cit note 342.  
548 Rebecca op cit note 399 at 17. 
549 Josephine op cit note 400 at 9, 13&20; also see Morgan op cit note 399  at 11; also see Bernice op cit 
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550 Rebecca op cit note 399 at 13. 












Thirdly, many refugee mothers have nowhere to leave their children during 
counselling. Taking their children with them increases transport costs
552
. Clients, therefore, 
sometimes resort to dangerous childcare practices, such as locking their children up at 
home while they go for counselling
553
. Rebecca mentioned an incident where a mother had 
done this and her child had had a serious accident while she was out
554




Using public transport can be dangerous for refugees
555
. Some have experienced violence, 
specifically xenophobic attacks, on public transport.  At one stage Metrorail had a special 




‘Apart from harsh words and threats on trains and in buses and taxis… there was a 
Rwandese man who was beaten to death in a train, just down here.’  (Morgan) 
 
Morgan mentioned that owing to traumatic experiences on public transport, she 
sometimes has to fetch clients from their homes for counselling. While this can blur the 
boundaries of the client –counsellor relationship, it is pointless having a client take a train 
before she has been treated for her traumatic train experience
557
. Even those who have not 
experienced attacks are wary of using public transport
558
. Walking to counselling can also 
be dangerous as illustrated in this quote:  
 
‘If you don’t have money, then you must walk and walking as a refugee…I  mean… a 
South African is not able to walk freely, so how much more to them, knowing that 
they are being targeted?  So that can also be a barrier for them not to come.’  (Mpho) 
  
Some female refugees, especially those from central Africa and Somalia need to be 
accompanied by men when travelling
559
. This is both a cultural practice and a means of 
protection
560
. However, this can also be a barrier as females may not want their male 
                                                 
552 Morgan op cit note 399 at 11; also see Rebecca op cit note 399 at 14. 
553 Rebecca op cit note 399 at 14. 
554 Ibid. 
555 Anonymous ‘Mugabe Beaten to Death in Xenophobic Attack’ I Luv South Africa but hate my 
Government 31 July 2010 , available at http://iluvsa.blogspot.com/2010_07_01_archive.html;  
556 Morgan op cit note 399 at 10&11. 
557 Ibid. 
558 Rebecca op cit note 399 at 13&14. 
559 Marcel op cit note 399 at 6; also see Morgan op cit note 399 at 14. 












chaperone to know why they are accessing counselling
561
. The language barrier may also 
make female refugees fearful of travelling or walking by themselves
562
. If they get lost they 




4. Theme Four: Cultural and Religious Barriers 
 
I had a case in the last xenophobic attacks in July for example. I had a [Somalian] man 
who came here.  The attackers, the South Africans came in, they attacked the shop, they 
raped the wife in front of the man and beat the man and his assistant up. The two men 
were taken to the hospital and the woman was dumped in Bellville. I couldn’t get them 
to take her to the hospital. They didn’t see the rape as legitimating a trip to the hospital 
for the woman. It just wasn’t an issue…. Men are prioritised. Women are primarily 
there to cook and have children… their mental health… is not even an issue. It’s not on 
the table.  (Rebecca)  
 
4.1. Patriarchal Norms 
 
Rebecca said she has seen Somali men but never seen Somali women presenting with 
mental disorders. Sarah also said that she has never counselled a Somali woman though she 
has counselled a number of Somali males
564
. On broaching this subject with Somali male 
clients the response has been ‘No, no, no, I’ll come to you, my wife is fine
565
.’ It was 
suggested that owing to patriarchal norms, Somali women with psychiatric problems are 
often kept in their communities because their mental health needs are not prioritised.  
Bernice said that though Somali culture was patriarchal, she had not experienced this 
as a barrier to access
566
. Furthermore, the only refugee client that Josephine had seen was a 
Somali female. She spoke very good English, was well educated and had a supportive 
husband. Not all Somali female refugees are necessarily subject to the same patriarchal 
cultural norms. Nevertheless, such norms may be pervasive and a significant barrier
567
.  
While patriarchal norms are particularly strong in the Somali community, they are 
also prevalent in other refugee communities
568
. In the DRC gender inequality is rife and the 
                                                 
561 Ibid at 7. 
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564 Sarah op cit note 399 at 2. 
565 Ibid at 3. 
566 Bernice op cit note 399. 
567 Josephine op cit note 400 at 5. 


















4.2. Perceptions of Mental Illness 
 
Cultural differences were viewed by some participants as a barrier. Others were unclear 
about the cultural and religious perceptions of mental illness amongst their refugee clients.   
 In the DRC sexual violence in war as well as domestic violence are highly prevalent
570
.    
Yet, trauma and harsh circumstances are rarely perceived as being risk factors for mental 
illness there
571
. The terms used to describe, and the perceptions of what constitutes mental 
illness differ depending on the culture
572
. Often individuals were only perceived as 
psychiatrically disturbed when they became psychotic.  Depression and anxiety were 
generally not seen as mental illness unless extremely severe. Some refugees’ explanations 




 or demon 
possessed
575
 .  
In the DRC and Somalia there is shame and stigma associated with psychiatric 
illnesses and accessing mental health services
576
. They therefore do not openly discuss 
mental illness
577
.  Many Somali refugees follow Sunni Islamic ‘fatalistic’ beliefs. Some do 
not access treatment because they believe that their suffering is God’s will
578
. Many 
despise those who complain about ill-health and view emotionality as a sign of 
weakness
579
. Women from these cultures often present with somatization or conversion 
                                                 
569 This is more pervasive in the rural areas (Spirasi op cit note 568; also see Refugee Council ‘A guide to 
Congolese cultural and social norms’ (December 2004), available at 
http://www.refugeecouncil.org.uk/Resources/Refugee%20Council/downloads/practice/advisers_info/cong
ol_cult_dec04.pdf.) 
570 Refugee Council op cit note 569. 
571 Ibid. 
572 Bernice op cit note 399 at 13; also see Lauren op cit note 399 at 18. 
573 Mpho op cit note 403 at 17; also see Lauren op cit note 399 at 18. 
574 Refugee Council op cit note 569. 
575 Lauren op cit note 399 at 18; also see Rebecca op cit note 399 at 15; also see David McGraw Schuchman 
& Colleen McDonald ‘Somali Mental Health’ (2004) Bildhaan – An International Journal of Somali 
Studies, available at http://ethnomed.org/clinical/mental-health/somali-mental-health; also see Spirasi op 
cit note 568; also see Bernard Guerin,  Abdirizak Abdi & Pauline Guerin ‘Experiences with the Medical 
and Health Systems  for Somali Refugees living in Hamilton’ (2003) 32(1) New Zealand Journal of 
Psychology, available at 
http://nzrefugeeresearch.wikispaces.com/file/view/Experiences+with+medical+and+health+systems+for
+Somali+refugees+living+in+Hamilton.pdf.  
576 Spirasi op cit note 568; also see McGraw & McDonald op cit note 575. 
577 Refugee Council op cit note 569; also see Jagoda Pasic, Brian Poeschla & Lorin Boynton et al ‘Cultural 
Issues in Emergency Psychiatry: Focus on Muslim Patients’ (2010) 17(7) Primary Psychiatry p. 37-43, 
available at http://www.cnsspectrums.com/aspx/articledetail.aspx?articleid=2704.  













disorders as physical ailments are more acceptable than psychiatric conditions
580
. This 
could be another reason why fewer Somali female refugees access psychiatric care. 
Lauren mentioned that the mentally-ill are treated harshly in some refugees’ 
cultures
581
. Common practices include: sending the person away to a traditional healer for 
treatment; casting out demons; healing the individual and throwing their medication 
away
582
; and fastening the individual to a tree
583
. Rebecca said she thinks that mentally ill 
males are more commonly ‘sent away’ to traditional healers than females
584
. Female 




4.3. Accessing Treatment 
 
In countries like the DRC, people rarely go for counselling and only access psychiatric care 
where an individual is dangerously psychotic
586
 . If you refer a Congolese person for 
counselling they may think you are suggesting they are psychotic and ‘crazy’
587
.  If a client 
is depressed or anxious they tend to rely on their family members for support. However, in 
SA many do not have family to call on.   
In refugees’ home countries many people access spiritual and traditional healers for 
treatment
588
 and only access ‘western’ mental health care as a last resort
589
. This finding 
was reiterated in a study conducted on mentally ill Indochinese immigrants to Australia
590
.   
Some refugees are non-compliant to ‘western’ psychiatric medication, because they view 
traditional medicines as superior and ‘western’ medication as unable to treat the root cause 
of the illness
591
. However, this is not always the case. Some participants’ refugee clients 
were compliant and went out of their way to access psychiatric treatment. 
                                                 
580 Jagoda et al op cit note 577; also see Johnson op cit note 489. 
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585 Rebecca, 10 January 2012, personal communication (email) 
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590 Anthony P. Lam & David J Kavanagh ‘Help seeking by immigrant indochinese psychiatric patients in 
Sydney, Australia’ (1996) 47(9) Psychiatric Services p. 993-995, available at 
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One participant said that Congolese refugees may prefer to use traditional treatment, 
although it is often ineffective
592
. However, Bernice said that unlike some of her Xhosa and 
Zulu clients, none of her refugee clients had ever requested to visit a traditional healer
593
. 
She believed that fear of xenophobia can be a barrier to their visiting these healers
594
. 




The practice of going to traditional healers is lower within religious communities
596
. 
Religious individuals who are suspicious of psychiatric treatment may prefer accessing the 
local pastor for prayer, exorcism or healing
597
. While religion can be a barrier to access and 
compliance, some participants described how pastors, church members and imams had 
referred clients to them or ensured clients were accessing their treatment
598
. 
Refugees may find it easier to receive mental health advice from someone from their 
culture
599




4.4. Gender as a Barrier 
 
The gender of service providers can also be a barrier. If a woman is referred for counselling 
to a man or finds out, upon arrival, that the service provider is male she may leave or 
refrain from opening up during the consultation
601




Most refugees have limited experience of being referred for counselling and so they do not 
know what it entails
602
. Counselling is a foreign concept to many of them
603
.  Cultural or 
religious barriers to access differ, depending on the specific culture and level of education 
of the refugee. Studies have shown that refugees and migrants with higher levels of 
education are more likely to access psychiatric services
604
.  
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5. Theme Five: Work and Childcare Responsibilities  
 
Caring and providing for one’s family is often prioritised over counselling, with some 
viewing counselling as a luxury
605
. Many refugee women spend the majority of their time 
ensuring their family survives
606
. This includes home-making and childcare duties, as well 





‘I think for a lot of our clients it’s a matter of ‘‘I need bread and milk on my table. I 
don’t need counselling now.’’ ’  (Sarah) 
 
Mpho described how the female refugees in her community are very hard-working, with 
many working seven days a week
607
. Josephine reiterated this. Her client, while 
recognising the importance of treatment, had missed an appointment and collecting her 
medication because of work
608
. For refugees who lack official refugee status, the lack of 
documentation prevents them from accessing disability grants
609
. For many the only way to 
survive is to work
610
. One participant mentioned that those accessing her services want to 
gain more than ‘just’ counselling from it
611
.  
Many refugees minimise their symptoms because they are afraid that by 
acknowledging their condition and taking time to receive treatment, they may lose their 
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5.2. Childcare Responsibilities 
 
‘It’s very difficult for them to come for counselling holding a baby like this, and 
sometimes the baby’s crying. So they just decide to stay at home.’  (Marcel) 
 
Childcare is a major barrier as often a disproportionate childcare burden is placed on 
females
613
.  Many of the female refugees are coming from patriarchal societies where 
women’s needs are subjugated to those of men
614
. They are at home to cook, clean and care 
for the children
615
.  Other refugee mothers are abandoned by their husbands’ when they 
arrive in SA
616
. There are many single refugee women managing large numbers of children 
without the financial support of their partner. While being under incredible stress, many are 




Rebecca described the problematic consequences of refugee mothers’ untreated mental 
disorders on the well-being of their children. While these mothers may be reticent to access 
services because of family responsibilities, the children often suffer the effects of their 
mother’s untreated condition. This may also exacerbate their own traumatic experiences
618
. 





6. Theme Six: Individual Barriers  
 
6.1. Fear of Shame and Rejection 
 
In many refugee cultures it is common for a woman who has been raped to be thrown out 
of the house by her husband or partner ‘as soiled goods’
620
. Marcel said that the majority of 
female rape victims he had worked with in DRC were too ashamed to tell their husbands 
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that they had been raped
621
. Many also face rejection from their families and 
communities
622
 as the stigma associated with rape is pervasive in many of these 
communities
623
. Some rape victims have fled their country because their entire community 
have stigmatised or rejected them
624
.  Consequently, many female refugees in the Cape 
who have been raped will try to conceal this fact. They may avoid counselling, as this 
would require an explanation
625
. Some refugees who suffer extensive physical damage 
from rape, do not even access medical services owing to the stigma
626
. 
One of Sarah’s clients was reluctant to access counselling, because of how she 
thought her husband viewed the rape. However, in this particular case the husband wanted 
her to seek counselling because her reaction to the rape was ‘pulling him down’
627
.  This 
illustrates how ingrained cultural norms on shame can be a barrier for women. 
Marcel mentioned that a high percentage of married refugee women coming from 
central Africa are economically dependent on their husbands. Their rejection may lead to 
destitution
628
. This dependence makes these women wary of upsetting their husbands by 
going for counselling. 
 
6.2. Fear of Facing Past Traumas  
 
‘..For refugees it’s rare that they open up to us, and they tell us of the traumas that they 
have experienced…..  It’s unl ke the South Africans because most South African 
patients when asked, when they are stabilised, would open up.’  (Lauren) 
 
Refugee clients may take a long time to share their traumatic experiences. At the primary 
health care level, where clients are generally seen for a short session once a month, it is 
impossible to fully deal with clients’ traumatic experiences.  Female refugees often do not 
disclose these experiences because they see no benefit in doing so
629
.  
Furthermore, many refugees are wary of trusting someone enough to share deeply 
with them
630
.  They fear that confidentiality will not be maintained.  Yet, those who are 
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able to trust a service provider enough to share their experiences find relief in doing so. 
They can finally be honest with someone and know that they will not be betrayed
631
. 
It can be challenging for clients to open up to counsellors about their experiences. 
Some are in denial or are trying to block out traumatic memories
632
. While treatment can 
lessen the traumatic experiences from haunting the client, facing up to these experiences 
can be terrifying
633
. Refugees may fear that acknowledging that the trauma has affected 
them means that they are weak, ‘crazy’ or have been broken by the trauma
634
. Many 
pressurise themselves to cope because others in their communities have experienced 




6.3. Lack of Insight into their Condition and Need for Treatment  
 
Female refugees often lack awareness that they have a mental illness and would benefit 
from treatment
636
. It can be difficult to motivate them to access psychiatric services
637
. This 
is a common problem amongst mentally ill clients
638
. Psychotic clients often do not see that 
they are ill because they believe their delusions
639
. With neurotic disorders, many female 
refugees do not view the symptoms they are experiencing as indicative of a mental 
illness
640
. They also do not realise the lasting impact of trauma on well-being
641
.   
The data collected suggested that barriers were greater when the mental illness was less 
severe
642
. It appeared that refugees were reticent to seek help until they had a break down. 
It is easier to refer those who become dangerously psychotic for psychiatric care because 
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6.4. Lack of Awareness of Available Services or how to Navigate Services 
 
6.4.1. Lack of Awareness of Available Services 
 
Lack of awareness of mental health services is a barrier for many refugees. ‘Word of 
mouth’ is often the way they hear about counselling.  However, some clients owing to fear 
or stigma may be reluctant to tell others that they are accessing these services
644
. Globally, 
mental illness has a stigma but this is often exacerbated for refugees who already face the 
stigma of being ‘foreigners’
645
.  This could inhibit them from inquiring about services. 
Congolese and Burundian refugees often isolate themselves and so are less likely to be 




6.4.2. Difficulty in Navigating Available Services 
 
One participant mentioned the challenge of navigating public health institutions. She 
described how she had taken an acutely psychotic client to a local hospital. She had had 
difficulty finding admissions and was sent from one doctor to the next. Her concern was 
that if she found it challenging, how much harder it must be for female refugees
647
. Not 
only are services often difficult to access but the actual building and waiting room are often 
very intimidating. This must be particularly daunting for female refugees, many of whom 
have anxiety symptoms and struggle to communicate in English. The experience of being 
in a crowd of strangers can be terrifying for them
648
. Their anxiety and vulnerability may 
drain them of the emotional or physical energy to access services
649
. Another participant 
described how her clients, who have been sexually assaulted, often ask her to explain in 
referral letters what happened to them so that they do not have to explain to the nurse 
themselves
650
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In this chapter, I discuss the findings in relation to the thesis question and the objectives of 
this study. The thesis question aimed to determine the main barriers to accessing mental 
health services in the Cape Metropole, faced by female refugees who have been exposed to 
trauma. The objectives were: identifying the right of female refugees in the Cape 
Metropole to access public mental health services and to identify government policies 
relating to the promotion and protection of this right. Further objectives included 
determining the extent to which this right is being upheld and promoted and the specific 
areas where this right is being impinged on.  The final objective aimed to identify and 
explore the nature of the specific barriers to access to public mental health facilities faced 
by female refugees in the Cape. Relevant literature has been drawn upon in considering the 
findings in relation to the thesis question and the objectives. 
 
2.1. Theme One: Institutional Barriers 
 
2.1.1. Barriers in the Referral System 
 
There was a difference in position between the Public Health Sector (PHS) participants and 
those in the NGO sector as to the effectiveness of the referral system. While the PHS 
participants thought the referral system was good and worked well this was not the general 
consensus amongst those in the NGO sector.  Non-governmental participants felt that the 
referral process was inconsistent. Sometimes the process was smooth and referrals were 
welcomed and sometimes participants spent extensive time trying to refer clients with little 
success.  Lack of referrals and inconsistency in the referral system could be due to heavy 
workloads
651
. Some participants felt that the PHS lacked awareness of NGOs they could 
refer refugees too. Referrals received by non-governmental workers were primarily from 
other NGOs working with refugees. The PHS participants, however, mentioned receiving 
referrals from NGOs and other PHS facilities.  Thus referrals from the public sector to 
NGOs may be fewer and less consistent than vice -versa.  
Certain technicalities in the referral system hindered referrals.  Non-governmental 
participants mentioned the difficulty associated with trying to refer non-violent psychotic 
                                                 












refugees for 72 hour assessment. These clients can only be admitted to hospital if a) they 
consent
652
; b) a family member/ next of kin takes them
653
; or c) referred by a health 
provider. However a) few non-violent psychotic refugees presenting at NGOs consent to 
going to hospital (owing to lack of insight); b) many do not have family members who can 
take them to the hospital and; c) if there are no health providers at the NGO they cannot 
refer them for direct assessment
654
.   
While the Mental Health Care Act emphasizes the importance of referring clients to 
appropriate level of care and the referral structure appears viable, inconsistent practices and 
technicalities hamper refugee referrals
655
.  Increased networking between public and NGO 
sector mental health providers could improve this situation
656
. It could be argued that even 
if a psychotic individual does not display dangerous behaviour, they are a potential danger 
to themselves or others
657
. First, their future actions are unpredictable and secondly, if 
psychosis is left untreated it will lead to further mental deterioration
658
. In the absence of 
consent, a family member and a health provider, special consideration should be given for 
a professional refugee worker to make emergency referrals for non-violent psychotic 
refugees.    
 
2.1.2. Documentation Barriers and Lack of Awareness of Refugees’ Rights 
 
All PHS participants mentioned tha  according to the Mental Health Care Act it was the 
right of refugees to access services on an equal standing as citizens
659
. However, there was 
a lack of consensus regarding whether or not documentation was required to access 
services at all levels.  This lack of clarity on documentation and refugees’ rights has 
resulted in inconsistency in provision of mental health services to refugees in the Cape. 
Permits are often requested before refugees can access services
660
. Some health providers 
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657 Brown University ‘Schizophrenia’, available at  
http://www.brown.edu/Courses/BI_278/Other/Clerkship/Didactics/Readings/Schizophrenia.pdf. 
658 Mental Health Evaluation & Community Consultation Unit ‘Early Identification of Psychosis’  Primer  
for Ministry of Health, Province of British Columbia, available at 
http://www.health.gov.bc.ca/library/publications/year/misc/Psychosis_Identification.pdf; also see SCMH 
op cit note 115.  
659 The Mental Health Care Act of 2002 requires that it be interpreted consistently with constitutional 
provision. The Constitution allows for refugees and asylum seekers to access health services. (s27 of the 
SA Constitution of 1996 and s27 (a) of the South African Refugee Act of 1998); also see CTRC op cit 
note 311.) 












also demand that an identity document, proof of residence, most recent payslip or income 
assessment (IRP5), referral letter and home address be provided
661
.  
What does the Mental Health Care Act actually say? Is any form of identifying 
documentation needed? Do documentation requirements differ between primary, secondary 
and tertiary level? 
The Mental Health Care Act does not specifically require documentation in order to 
access psychiatric services
662
. Furthermore, according to the National Department of 
Health’s Directive in 2007, refugees, asylum seekers and undocumented migrants cannot 
be barred from accessing any health services (whether primary, secondary or tertiary), 
because of lack of appropriate documentation
663
.  Rather, according to Section 32 (3) of the 
SA Refugee Act an asylum seeker who is mentally ill must be assisted in their application 
for refugee status
664
. Therefore, rather than turn away an undocumented mentally ill 
asylum seeker, mental health providers must, in addition to providing them with 
psychiatric care, assist them in accessing correct documentation
665
.  
However, sorting out documentation places an added burden on extremely busy 
mental health providers. This can make them more reticent to serve refugees. While this is 
not an excuse for discriminatory practices it provides an understanding for why it occurs
666
.  
Even though, legally, lack of documentation is not a barrier
667
, there is a lack of 
general understanding and consistent application of the right of refugees with inadequate 
documentation to access service
668
. This inconsistency slows down the referral process 
and makes accessing mental health care more difficult for this population
669
. This barrier 
can be overcome through training of staff at health institutions on refugees’ right to access 
health services. 
 
2.1.3. Xenophobia and Discriminatory Attitudes 
 
While the PHS participants were generally not aware of xenophobic attitudes amongst staff 
towards refugees, the majority of participants working in the NGO sector recounted 
                                                 
661 Crush & Tawodzera op cit note 325; also see Western Cape Government op cit note 257. 
662 Mental Health Care Act of 2002. 
663 Breen & Gwyther op cit note 36; also see Crush & Tawodzera op cit note 325. 
664 ‘Any  mentally  disabled  person  who  appears  to  qualify  for  refugee  status  in  terms  
of  section  3 must  be  assisted  in  applying  for  asylum  in  terms  of  this  Act.’ (s32(3) of the South African 
Refugee Act of 1998) 
665 Ibid. 
666 Crush & Tawodzera op cit note 325. 
667 Odhiambo op cit note 23. 













xenophobic experiences faced by their clients in the PHS. It is difficult to determine why 
this difference in perception exists. It is possible that PHS staff were being loyal to their 
and other Public Health institutions and were therefore not recounting xenophobic 
incidents or staff were just unaware of xenophobic attitudes.  Some staff appeared confused 
about what constituted xenophobic treatment, with some perceiving it as only referring to 
the xenophobic attacks in 2008
670
.  
Xenophobic incidents were reported as more common amongst frontline workers such 
as clerks. This finding is consistent with studies on xenophobic attitudes amongst health 
providers in SA
671
. It could be that Public Mental health providers are in less contact with 
frontline workers than referring NGOs and are less aware of these xenophobic attitudes. 
These attitudes could be more prevalent amongst frontline workers, as they often come 
from poorer communities where xenophobia is more common and are often less aware of 
refugees’ rights
672
. High staff turnover at many institutions may result in confusion 
regarding institutional policies and clients rights
673
.  
One participant mentioned that fellow clients’ xenophobic attitudes could hinder 
refugees accessing services
674
. This finding is supported by the 2006 survey conducted by 
The Southern African Migration Programme which indicated that only 27% of South 
Africans felt that refugees were entitled to access health care
675
. This study also indicated 
that a high proportion of South Africans perceived refugees as bringing diseases to SA and 
overwhelming the health services
676
.  
While xenophobic attitudes are not experienced by all refugees accessing the health 
sector
677
, the fear of being badly treated could be a major deterrent
678
. Denial of access to 
services or receiving poor quality care is a violation of the right to health
679
. Refugees need 
to be informed of their right to complain to the Mental Health Review Board if they have 
been denied access or been ill-treated
680
. Furthermore, there must be education of and/or 
                                                 
670 Vromans et al op cit note 208; also see Crush & Tawodzera op cit note 325. 
671 Breen & Gwyther op cit note 36; also see Odhiambo op cit note 23. 
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673 Angeli Rawat ‘Gaps and Shortages in South Africa’s Health Workforce’ Africa Initiative 14 June 2012, 
available at http://www.africaportal.org/articles/2012/06/19/gaps-and-shortages-south-africa%E2%80%99s-
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674 Mpho op cit note 403. 
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676 Ibid. 
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682 Crush & Tawodzera op cit note 325. 
680 Art 3 of the South African Nursing Council’s Code of Conduct; also see in Angus Dawson, Inez De 
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disciplinary action for service providers who display xenophobic and discriminatory 
behaviour.  
 
2.1.4. Under-Resourced Mental Health Services 
 
The lack of funding, resources and overall capacity in the public mental health and NGO 
sector in the Cape
681
 is a problem for both refugees and citizens.  
In the preamble to the Mental Health Care Act it states that mental health services 
should be ‘provided as part of primary…health services
682
’.  Yet this is not the case with a 
number of clinics in the Cape Metropole
683
 which are particularly under-resourced
684
.  
Some clinics do not have mental health sisters. The mental health sisters I contacted were 
either servicing a number of clinics or covering extensive areas.  Furthermore, there are 
insufficient mental health outreach clinics in the communities. Outreach clinics are 
essential in psychiatry where mentally-ill individuals often do not access treatment (and 
particularly pertinent to refugees who often lack insight into mental illness and/ or how to 
access treatment).  
Refugees often have extensive, complex needs and require intensive, long term 
therapy which is generally unavailable
685
. Many refugees in the Cape are exposed to 
continuous trauma which compounds their previous traumas and hinders recovery
686
.  
Counselling services for refugees are not prioritised for funding in SA
687
.  Rape Crisis 
Centre and Saartjie Baartman (a centre for abused women and children
688
) are among a 
number of NGOs in the Cape which face an insecure future owing to decreased funding
689
. 
These NGOs have been filling a needed gap in the service sector for female victims of 
                                                                                                                                                        
International Association of Bioethics, available at http://bioethics-international.org/news/iabnews-
nov2008.pdf; also see Crush & Tawodzera op cit note 325. 
681 Davis op cit note 316; also see WHO op cit note 235; also see Lund et al op cit note 496. 
682 Preamble to the Mental Health Care Act 17 of 2002.  
683 F Gamieldien ‘Mental Health Resource Directory 2004’ Department of Health  
Provincial Administration of the Western Cape, available at 
http://www.westerncape.gov.za/Text/2006/7/mh_resource_directory_optimised_fgamieldien.pdf; also see 
WHO op cit note 235. 
684 Lund et al op cit note 496. 
685 U.S. Government Printing Office ‘Abandoned upon arrival: Implications for refugees and local 
communities burdened by A U.S. Resettlement system that is not working’(21 July 2010) A Report to the 
Members of the Committee on Foreign Relations, United State Senate One Hundred Eleventh Congress, 
Second Session, available at http://www.gpo.gov/fdsys/pkg/CPRT-111SPRT57483/html/CPRT-
111SPRT57483.htm; also see CAMH op cit note 58. 
686 Morgan op cit note 399. 
687 Ibid; also see Odhiambo op cit note 23; also see IRIN op cit note 5. 
688 Ilse Ahrends ‘Saartjie Baartman Centre for Women and Children: Organization Description’ Say No: 
Unite to End Violence Against Women, available at http://saynotoviolence.org/user/355. 














. They provide services which should be provided by the government
691
. The 
government has not only failed to protect refugee women in SA,
692
 from sexual assault, but 
they have failed to provide and/or support
693
  available services to rehabilitate and 
compensate these victims
694
.  This view is held by many private funders including 
international donors who are hesitant to provide funding for services which they see as the 
state’s responsibility
695
. While the government claims that lack of resources is the reason 
for underfunding, many argue that government funding is often mismanaged and poorly 
prioritised
696
. How does one ensure the right of refugees to access needed psychiatric 
services when government claims a lack of resources?  
While clearly, lack of resources is a barrier in our country this cannot be an excuse to 
do nothing about prevention of trauma and under-resourced psychiatric services. Article 12 
(1) of the ICESCR requires SA as a ratifying state to ‘recognize the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health’ (emphasis 
added).  Violence against female refugees constitutes a violation of their right to health and 
indicates a failure of the state to ‘protect’ this right
697
. SA cannot be held accountable for 
atrocities committed in refugees’ home countries, but we have a responsibility to protect 
refugees crossing the border and those in SA. We are failing to protect refugees from 
violence (both generalised and xenophobic). Thus we are failing to address a primary risk 
factor for the development or exacerbation of psychiatric conditions amongst refugees.  
Prevention is a key strategy of the PHC model, yet it is underutilized with regard to trauma 
in the Cape
698
.  The state’s failure to prevent trauma undermines the effectiveness of 
existing psychiatric treatment for traumatised refugees. No matter how accessible we make 
                                                 
690 Ibid. 
691 Ibid. 
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failure to guarantee equal protection of the laws.’ (O’Hare (1999) 21(2) op cit note 692 at  400) 
694 O’ Hare op cit note 692 at 396; also see Hilary Charlesworth ‘What are ‘’Women’s International Human 
Rights’’?’ in Rebecca J. Cook (ed) Human Rights of Women: National and International Perspectives (1994) 
58-84.  
695 O’Hare op cit note 692; also see Davis op cit note 316. 
696 Davis op cit note 316; also see WHO ‘Bridging the Gap in South Africa’ (November 2010) 88(11) 
Bulletin of the World Health Organization 797-876, available at 
http://www.who.int/bulletin/volumes/88/11/10-021110/en/index.html; also see Mental Health and Poverty 
Project op cit note 238.  
697 Office of the United Nations High Commissioner for Human Rights (OHCHR) ‘The Right to Health: 
Fact Sheet 31’ (June 2008) at 17, available at http://www.ohchr.org/Documents/Publications/Factsheet31.pdf; 
also see General Recommendations No. 19 (1992) of the Committee on the Elimination of Discrimination 
against Women (CEDAW) of 1979. 
698 SA is in the process of implementing the PHC Model (Rita Magawa ‘Primary health care 
implementation: A brief review’ (16 August 2012)  Public Health Discussion Papers for Consultancy African 














mental health services, without addressing violence, we will be unable to effectively treat 
refugees with trauma-related mental disorders. The Committee for  the Elimination of  All 
Forms of Discrimination against Women, not only requires states to ‘prevent, investigate 
and punish’ violence against women (including acts committed by private actors) but it 
requires state compensation, including rehabilitation for victims. SA has ratified the 
Convention on Elimination of All Forms of Discrimination Against Women of 1979 and is 
therefore bound by this requirement
699
. 
According to Article 2 & 3 of the ICESCR states need to take immediate steps to 





. Article 2 requires ratifying states to realise these rights 
according ‘to the maximum of its available resources
702
’. This is reiterated by s27 (2) of the 
Constitution of SA
703
. Article 2 of ICESCR also calls upon states to request international 
assistance in order to realize these rights. However, there are minimum core obligations 
with regards to socio –economic rights which states have to immediately provide
704
.  States 
are bound to fulfil these core obligations under International Human Rights Law 
(IHRL)
705
. These minimum core obligations require provision of primary health care, 
including mental health care
706
, that is available (in sufficient quantity
707
), accessible, 
acceptable and of good quality
708
.  It appears that, for whatever reason, the SA government 
has failed to meet these core obligations. 
Therefore, the government needs to start implementing specific progressive (not 
regressive!) measures to ensure that this right is being protected and fulfilled. This is not 
                                                 
699 OHCHR op cit note 697 at 17; also see General Recommendations No. 19 (1992) of CEDAW; also see 
General Comment No 9 of General Recommendations No. 19 (1992)   of CEDAW; also see Special 
Recommendation 24 (k) of General Recommendations No. 19 (1992)  of CEDAW; also see United 
Nations Treaty Collection ‘Ratification Status: South Africa’ Convention on the Elimination of All Forms 
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704 OHCHR op cit note 697. 
705 United Nations Development Programme (UNDP) ‘Human Rights and The Millennium Development 
Goals: Making the Link’ (1 January 2007) UNDP Primer, available at 
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just a state obligation, but it is in their best interests owing to the economic burden that 




2.1.5. Staff Compassion Fatigue 
 
Owing to the high burden of care and high prevalence of trauma there is a lot of 
compassion fatigue amongst staff workers in the Cape
710
. Staff compassion fatigue and 




, reduces the number of 
mental health workers and the quality of care they provide
713
.  Furthermore, secondary 
traumatisation and compassion fatigue can make providers
714
 reticent to serve refugees. 
While it is not acceptable to deny refugees access to services because they place an 
extra burden on services, it is also the role of the national and provincial health 
departments to provide mental health workers with sufficient support
715
.   
 
2.2. Theme Two: Language Barriers 
 
Language was the most commonly mentioned barrier. This is one of the biggest barriers to 
health care faced by refugees globally
716
.  
    The main languages spoken in mental health settings in the Cape are English, Afrikaans 
and isiXhosa
717
. However, many refugees in the Cape are not proficient in these 
languages
718
. Their main languages are French
719
, Somali, siShona, Kinyarwanda
720
, 
                                                 
709 Odhiambo op cit note 23; also see Sarah Skeen & Crick Lund ‘Achieving the Millennium Development 
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english-school-manager-116354. 
719 MapsofWorld.com ‘Rwanda Language’ (2009), available at 
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Burundi – Rundi and Swahili
721
.  One participant mentioned how male refugees she sees 
often have a better grasp of South African languages than females. This has been reiterated 
in other South African and international studies
722
.  
Language poses a barrier in awareness of and ability to access services, and in 
treatment
723
. Communication difficulties may cause female refugees to feel that it is too 
great an effort to access services
724
.  The communication barrier can also result in mental 
health providers misdiagnosing or not detecting psychiatric symptoms
725
.  
While translators may remediate this barrier, securing and using them can be a 
challenge
726
.  It is difficult to access properly trained translators and there is often limited if 
any funding available for them in the Cape. It would be challenging and expensive to 
provide translators for all refugee languages at all health facilities. Lay translators can also 
affect privacy and confidentiality
727
. Furthermore, it can be difficult to establish rapport 
with a client when there is an interpreter; this is particularly an issue for refugees who 
struggle to trust new acquaintances
728
.  
Do refugees have a right to access services in their own language? What is the 
government’s responsibility in this regard? 
       First, information accessibility forms part of the right to health care and thus national 
and provincial government and health pr viders must take active measures to overcome 
information barriers
729
. Strategies could include placing welcome signs outside clinics and 
hospitals in commonly spoken refugee languages and translating the Patient’s Rights 
Charter of 1999 into the most prevalent of these languages
730
.   Secondly, it is vital that 
health providers and clients are able to understand each other during consultations in order 
for the service to be effective and efficient
731
. For clients who cannot speak English there 
should ideally be translators available. Even if not every establishment has a translator in 
the most common refugee languages, a network of translators should be accessible to 
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722 Guerin et al op cit note 575; also see Cindy Warner & Gillian Finchilescu ‘Living with prejudice - 
xenophobia and Race’ (2003) 55 Southern African Migration Programme Briefing, available at 
http://www.queensu.ca/samp/migrationresources/xenophobia/research/warner.pdf. 
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. This would reduce the cost of providing translators in all common 
languages at every service site, but would still accommodate this barrier.  
      Ideally the public health and NGO sector should collaborate to train translators and 
counsellors from the refugee communities
733
 as such individuals would have a good grasp 
of these communities’ culture and language
734
. 
Thirdly, refugees must be provided with a means of reporting when they perceive 
health providers to be deliberately refraining from speaking a more commonly understood 
language such as English
735
. Finally, ideally the government should increase provision of 
English classes for refugees to facilitate their improved utilisation of health and other 
services and their integration into local communities
736
. While the SA Government cannot 
be held accountable for lack of provision of translators in every refugee language at every 
public health facility, they need to show that they are taking specific steps to overcome the 








The cost of transport and the cost of taking time off work were seen as barriers. While 
some health services cover transport costs not all do. Furthermore, they are unable to cover 
costs for clients’ children as well. Many refugee mothers must face the difficult decision of 
either leaving their children unattended at home or using their limited funds to pay to take 






Female refugees are often fearful to travel by themselves, first, because of generalised 
crime and xenophobia experienced on public transport and secondly, because of language 
                                                 
732 CoRMSA op cit note 179. 
733 Law et al op cit note 202. 
734 Ibid. 
735 Crush & Tawodzera op cit note 325; also see Melekias Zulu Gaining an understanding of Umnyama 
from the Zionist Churches: A Case Study of Zimbabwean migrants in johannnesburg, South Africa 
(unpublished MA thesis, Witwatersrand University, 2011), available at 
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barriers and mistrust. Travelling with a male companion increases travel costs and might 
lead to unwelcome enquiries into their health problems.  The danger experienced by female 
refugees on public transport in the Cape displays a failure of the government to protect 
them
739
 .  
Failure to protect is a violation of right to life, dignity, liberty and security of the 
person, bodily integrity, freedom of movement
740
 , equal protection, as well as a violation 
of the cornerstone of refugee law, that of surrogate protection by asylum states
741
. The state 
can be held accountable for this violence as it is widespread and they have failed to 
adequately prevent, investigate and punish perpetrators
742
. One way to address this barrier 
would be to increase monitoring by police on trains to prevent xenophobic attacks. 
 
2.4. Theme Four: Cultural and Religious Barriers 
 
One of the main barriers appears to be religious and cultural. Refugees in SA are coming 
from a wide variety of countries with different religious and cultural practices. Most of 
those who were seen came from the DRC, Rwanda, Burundi, Somali and Zimbabwe
743
.  
This appears to be representative of the demographics of refugees entering SA as it is 
consistent with UNHCR figures on the main refugee nationalities in this country
744
.  
While there appears to be a great need for mental health services amongst female 
refugees in the Cape, cultural and religious factors inhibit their service utilisation.  These 
factors include: different perceptions of mental illness and treatment
745
; lack of awareness 
of neurotic diagnoses; stigma
746
; shame; religious fatalism; and strong patriarchal norms
747
.  
                                                 
739 Art 26 of the ICCPR of 1966 ‘[a]ll persons… are entitled without any discrimination to the equal 
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741 Charlesworth op cit note 694; also see James C. Hathaway &  Michelle Foster ‘Internal 
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cit note 399 at 2; also see Josephine op cit note 400 at 5. 
744 UNHCR op cit note 10. 
745 McGraw & McDonald op cit note 575. 
746 Lisa Lopez Levers, Desire Kamanzi & Donatilla Mukamana ‘Addressing Urgent Community Mental 
Health Needs in Rwanda: Culturally Sensitive Training Interventions’ (2006) 2 Journal of Psychology in 
Africa 261-272; also see Johnson op cit note 489.  












In certain communities cultural norms appeared to be a barrier specifically for women 
accessing treatment. Female subjugation, lack of knowledge about western treatment, and 
language difficulties hindered access
748
. This appeared to be the case particularly with 
patriarchal norms in the Somali community. It was suggested that this was one of the 
reasons why so few Somali women in the Cape accessed mental health services
749
.  
However, it is hard to fully ascertain the extent to which patriarchal norms constitute a 
barrier, without interviewing the Somali refugee women themselves.   
While cultural and religious barriers clearly exist, is it the role of the government to 
address them? Does this not impinge on cultural and religious rights? Should the 
government not respect refugee culture and leave refugee communities to decide if the 







 of the SA Constitution uphold and respect 
cultural and religious rights, they do not allow for these rights to be maintained at the 
expense of other Constitutional rights
753
. Some of the cultural and religious practices of the 
refugee communities impinge on s27 (the right to acc ss health care including mental 
health care)
754
. Where patriarchal norms hinder females accessing mental health care, these 
norms undermine the right to equality
755
 enshrined in the Constitution
756
. 
But does the SA government have a responsibility to actively address these barriers so 
that refugee women’s rights to health are realised?   
Part of a state’s role in ensuring the right to health is to ‘respect’, ‘protect’ and ‘fulfil’ 
this right
757
. Female refugees with psychiatric illnesses are a particularly vulnerable group 
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749 Nimo Bokore ‘Female survivors of African Wars: Dealing with the past and present’ (2009) 1(1) Journal 
of Sociological Research.  
750 s30 of the SA Constitution of 1996 states: ‘Everyone has the right… to participate in the cultural life of 
their choice, but no one exercising these rights may do so in a manner inconsistent with any provision of the 
Bill of Rights.’ 
751 s31(1)(a) ‘’Persons belonging to a cultural, religious or linguistic community may not be denied the 
right, with other members of that community  a) to enjoy their culture, practise their religion…’’ 
752 s31(2) ‘The rights in subsection (1) may not be exercised in a manner inconsistent with any provision of 
the Bill of Rights’. 
753 s30 of the SA Constitution of 1996 states: 
Everyone has the right to use the language and to participate in the cultural life of their choice, but no one 
exercising these rights may do so in a manner inconsistent with any provision of the Bill of Rights.  
It falls under right to mental health, the right to protect, the right to life and dignity and non-discrimination 
and equality. 
754 s27 of the SA Constitution of 1966. 
755 s9 (1) & (2) of the SA Constitution of 1966 states: 
1. Everyone is equal before the law and has the right to equal protection and benefit of the law. 
2. includes the full and equal enjoyment of all rights and freedoms. To promote the achievement of 
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and the government has a responsibility to target them in the protection and fulfilment of 
this right
758
. This can be done in four ways. First, under the obligation to ‘fulfil’ this right, 
the state needs to ensure that this right is promoted within the refugee communities
759
. This 
can be done through education and awareness-raising of mental illness, the impact it has 
and effective ways to treat it
760
.  Secondly, there is a need to collaborate with traditional 
healers and religious leaders in the refugee communities to promote culturally relevant, 
holistic, psychiatric care
761
.  However, it is important that this collaboration does not 
undermine essential treatment
762
. Thirdly, there is a need for more culturally sensitive 
mental health services for refugees
763
. Unfortunately, there is often insufficient government 
funding for psychiatric services, let alone culturally sensitive ones for refugees
764
.  Yet, one 
can start through raising awareness and training health providers at every level about the 
cultural and religious characteristics of refugee communities which can affect access and 
treatment
765
. Finally, in order to address gender disparities in access, refugee communities 
must be made aware that not only are women equally entitled to access services, but 
ensuring their access to treatment will be beneficial for the families and the broader refugee 
community.  
 
2.5. Theme Five: Work and Childcare Responsibilities 
 
The primary focus and priority of many refugee mothers in the Cape is trying to meet the 
survival needs of their families
766
. Work and childcare responsibilities are prioritised over 
mental health care
767
. This priority is understandable as in Cape Town many refugee 
mothers are very poor and are not entitled to childcare grants. However, there can be severe 




‘I think the Department of Home Affairs could be a little bit more helpful.’  (Bernice) 
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An issue which was raised in the findings was that it is difficult to address mental health 
problems if survival needs (i.e. provision of food, shelter and clothing) have not been 
addressed. Finding work is a top priority for ensuring survival. 
Documentation barriers need to be addressed as lack of asylum seeker or refugee 
permits bar refugee women from formal sector employment which is more favourable than 
informal sector work
768
. Refugee and asylum seeker women working in the formal sector 
are protected under the Labour Relations Act 66 of 1995 and Basic Conditions of 
Employment Act (BCEA) of 1997
769
.  Under the BCEA they are entitled to take sick leave 
in order to access necessary mental health care
770
.  Unfortunately, some refugee women are 
unaware of these benefits and may fear taking time off work for psychiatric appointments.  
While they are under protective laws in the formal sector many female refugees in SA 
work in the informal sector
771
  and therefore do not enjoy the rights and protections of the 
SA Labour Law, such as taking sick leave to access treatment
772
.  A high percentage of 
them are self-employed and therefore feel the added burden not to take time off work
773
.   
Refugees with disabilities, including psychiatric disabilities, are allowed to access 
disability grants if they cannot work
774
.  However, this does not apply to asylum seekers
775
.   
Unfortunately, it is becoming increasingly difficult for asylum seekers to get refugee status 
in SA
776
.  As a result, many of them prioritise work over attending psychiatric 
appointments, with some continuing to work until they have a breakdown or are dismissed 
because of poor functioning.  
Delays at Department of Home Affairs in documentation processing and status 
determination must be addressed to enable refugee women to find work in the formal 
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sector or to access disability grants (for those who are too ill to work). Furthermore, there 
should be increased networking between mental health providers and NGOs providing 
skills-development, so that the multiple needs of refugee women are holistically 
addressed
777
.   
 
2.5.2. Childcare Responsibilities 
 
The responsibility of children is a significant barrier for refugee women seeking psychiatric 
help
778
. A possible means to overcome this ‘childcare barrier’ would be for government to 
provide subsidised childcare services for refugees. However, many South Africans who are 
similarly destitute do not enjoy subsidised childcare and thus it would be unreasonable to 
provide special treatment for refugees over citizens
779
. Nevertheless, this is a significant 
barrier which requires targeted intervention. 
 
2.6. Theme Six: Individual Barriers 
 
2.6.1. Fear of Shame and Rejection 
 
Many of the female refugees that were seen had experienced sexual violence.  This is 
consistent with the UNHCR findings which show that approximately 80% of all refugee 
women have experienced some form of sexual assault
780
. Shame and fear of rejection 
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In Somali culture it is particularly shameful to discuss issues of sexuality and females 
who have been raped are encouraged to remain silent about their assault
782
. This could be 
influenced by their religious beliefs, as studies amongst other Muslim refugee women have 
shown that they are particularly reticent to open up about sexual trauma, with some 
committing suicide rather than living with the shame
783
.  
In order to overcome this barrier it is vital to collaborate with community leaders to 
address the damaging cultural norms which shame and ostracise psychiatrically ill 
individuals and victims of sexual assault
784
. These communities need to be made aware that 
sexual violence constitutes a human rights abuse and that victims should be treated with 
respect and care rather than discrimination and rejection
785
.  Women’s rights need to be 
promoted in a culturally sensitive manner
786
.  Effectively addressing harmful cultural 
attitudes and practices requires careful, sensitive collaboration with refugee community 
leaders
787




2.6.2. Fear of Facing Past Traumas  
 
Many female refugees are wary of accessing services because they fear facing past 
traumas
789
. They try to block out traumatic experiences in order to cope
790
. For those who 
do seek treatment many take a long time to open up owing to shame, lack of trust and 
unfamiliarity with counselling
791
.  Unfortunately, mental health workers in the Cape often 
lack time for the long-term, intensive treatment traumatised refugees require
792
. This fear 
of opening up as well as the limited availability of long term treatment is problematic as 
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This fear can be addressed through increasing refugees’ understanding of the impact 
of trauma on well-being and increasing awareness of the benefits of counselling
794
.  
Refugees must be informed that their psychological responses to trauma are normal and 
that they are not alone in experiencing such symptoms
795
. Health providers and refugee 
workers should be informed of the high prevalence of traumatic experiences amongst 
female refugees
796
. They should be particularly alert to signs of distress and actively refer 
and encourage refugees to access counselling
797
. Finally, the government should increase 
the capacity of the mental health sector to better meet the long-term mental health needs of 
refugees.  
 
2.6.3. Lack of Insight into their Condition and Need for Treatment  
 
Another big barrier was psychiatrically ill refugees’ lack of insight into their condition and 
the impact this was having on their functioning. It is common for people with psychiatric 
conditions to lack insight into their mental illness
798
. However, this is exacerbated amongst 
refugees as in many of their cultures mental illness is poorly understood
799
. This lack of 
insight is more problematic where mental illness is less severe
800
. When an individual is 
dangerously psychotic their diagnosis will be more easily identifiable by the community 
and the police will be able to take them directly to a hospital
801
.  
Unfortunately, increasing a mentally ill person’s insight into their illness and need for 
treatment is not easy
802
. However, it can be partially addressed through conducting 
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2.6.4. Lack of Awareness of Available Services or how to Navigate Services 
 
2.6.4.1. Lack of Awareness of Available Services 
 
In SA ‘word of mouth’ is a common way for refugees to learn about psychiatric or 
counselling services. Unfortunately, owing to mistrust many refugees isolate themselves 
and are less aware of available services.  
The right to health includes awareness of available services (information 
accessibility)
804
. Lack of awareness impinges on this right. To overcome this barrier, 
refugee communities must be made aware of their right to access mental health services; 
the importance of exercising this right and where they can access such services
805
.   
Ideally, regular psychiatric screening clinics should be conducted in communities 
throughout the Cape.  Unfortunately, very few outreach clinics are conducted by mental 
health facilities in SA
806
. Lack of resources, time and danger pose a barrier to psychiatric 
screening and outreach clinics
807
. Mpho mentioned how she had been hijacked on a 
psychiatric community outreach and as a result is wary of doing future outreaches. Many 
nurses are struggling to cope with their client load, let alone seek out undiagnosed 
individuals.  Another way to achieve this right would be to conduct routine health 




2.6.4.2. Difficulty in Navigating Available Services 
 
Many refugee clients find it difficult to navigate services particularly at hospitals. When 
they have anxiety or depression or struggle to speak the language, the experience of trying 
to navigate the system and of sitting in overcrowded waiting rooms can be 
overwhelming
809
. As a result many are wary of accessing these services
810
.  
The right to health includes the right to accessible health services
811
. Psychiatric 
services can be made more accessible to refugees by ensuring that signs and posters in 
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hospitals are translated into the common refugee languages
812
. Furthermore, clerks should 
be made aware of the difficulties faced by refugees in accessing health services and should 
be trained to provide special assistance for them.  
 
3. Strengths and Limitations 
 
3.1. Strengths  
 
I will now highlight some of the main strengths of this study.  First, the study addressed a 
topic upon which very little has been written and thus filled a knowledge gap. Secondly, as 
an empirical study, it gathered new data particularly relevant to refugees in the Cape 
Metropole. Thirdly, the participants came from a range of institutions across the Cape, both 
public and NGO. This added diversity to the data. Fourthly, a number of the participants 
had worked with many refugees and findings were comprehensive. Finally, the use of 
semi-structured in-depth interviewing allowed for the participants’ lived experiences to be 




The first limitation of this study was that the sample did not include participants from 
secondary hospitals. This limited the diversity of findings. A second limitation was not 
interviewing refugees themselves. I refrained from interviewing them for ethical reasons 
and because of language difficulties. However, if I had interviewed them I could have 
gained insight into barriers which service providers were unaware of. In future, it would be 
helpful to expand this study and use a mixed Qualitative and Quantitative study design. 
One could interview both mental health providers and psychiatrically ill female refugees to 
provide a broader understanding of the study phenomenon. This would require extensive 
time and use of stringent ethical measures to ensure the well-being of refugee participants 








                                                 













CHAPTER 6: CONCLUSION 
 
…Compounded and/or buried trauma does not disappear, and can dramatically affect 
the functioning of an individual, causing dissociative episodes, uncontainable 
emotions, self-destructive behaviour and an altered  view [of] the world, among other 
symptoms. As such, the experience of trauma is an everyday reality for migrant 
women living in South Africa because it not only exists in the past, but old and new 




As highlighted throughout this study many of the female refugees living in the Cape 
Metropole have experienced a number of traumatic experiences pre-migration, during 
migration and post-migration. As a result many suffer from severe psychological and 
psychiatric disorders or battle a profound sense of loss
814
.  Despite this high prevalence of 
trauma there is low psychiatric service utilization amongst this population owing to various 
barriers to access. It is suspected that there are many female refugees in the Cape suffering 
untreated mental health disorders. Not only does this untreated psychiatric illness cause 
immense personal suffering but it has a debilitating impact on functioning. This in turn 
affects to a greater or lesser extent the refugees’ families, communities and the broader 
South African society.  
This chapter will conclude the study by outlining how study findings have answered 
the question ‘What are the barriers to access to mental health care services in the Cape 
faced by refugee and asylum seeker women who have been exposed to trauma?’  
Through use of a phenomenological design this empirical study aimed to investigate 
the thesis question. Chapter One introduced and contextualized the research question. It 
further outlined legislation and policies which identify the right of female refugees in the 
Cape to access mental health services and highlighted the human rights nature of this topic. 
In Chapter Two the prevalence of mental illness amongst refugees and the traumatic 
experiences many of them face both globally and in SA was discussed.   This led to 
discussion on mental illness in SA, and in particular the Western Cape, and the legislation 
and policies governing psychiatric service delivery. Finally, the main barriers to mental 
health services globally were discussed and compared to literature on barriers to health 
services in SA.  Chapter Three on Methodology outlined the study process, how it evolved 
and the ethical measures which were put in place. Chapter Four identified the findings and 
provided a contextual background to the refugees seen by the participants. It described the 
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main themes (barriers) as perceived by participants. Chapter Five then discussed these 
themes in relation to the thesis question and objectives. 
Generally the findings supported the study hypothesis that more male refugees were 
accessing psychiatric services than females. While it was not always clear why this was the 
case certain barriers were suggested. Most of these barriers were consistent with those 
faced by refugees globally as identified by the literature, while others were particularly an 
issue in the Cape.  Findings showed that barriers occurred both at the service delivery level 
and within the refugee communities. As this is a qualitative study it is difficult to quantify 
the extent to which each barrier affected access, but some barriers did appear to be more of 
an issue. Generally, laws and policies in SA are progressive and provide refugees with 
comprehensive rights. However, barriers were found in the implementation of these laws. 
Other ‘supply-side’ barriers included: lack of understanding of refugees’ rights; 
xenophobia; over-burdened staff and under-resourced services. Issues of language and 
transport were raised, with many perceiving language to be the greatest barrier to access. 
The ‘demand-side’ barriers included: culture and religion, and work and childcare 
responsibilities.  Lack of insight and fear of shame and stigma were also highlighted. The 
extent to which each is a barrier will partly depend on the service providers, as well as the 
individuals and the communities they come from.    
Finally, the right to mental health care includes the right to accessible mental health 
services
815
.  Through this study various barriers have emerged which prevent female 
refugees in the Cape from enjoying this right. Some of these barriers are more complex to 
address than others, but I would argue that all of them are remediable. The government is 
obliged to take measures to ensure that this right is progressively realised. The state’s 
failure to adequately address this right not only violates its’ obligations under IHRL but it 
perpetuates the suffering of an incredibly vulnerable population group
816
.  The impact that 
refugees’ untreated mental health conditions will have on the larger South African society 
cannot be ignored. This is illustrated in the quote of Dr Manuel Carballo (Director of the 
Geneva-based International Centre for Migration Health and Development): 
 
‘[Refugees] can very quickly fall through the cracks and be forgotten…But there can only 
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I hope this email finds you well. By way of introduction, my name is Giselle Warton and I 
am currently doing an MPhil in Social Justice at UCT. I am interested in doing my 
dissertation on the right to access to mental health care of female refugees, more 
specifically looking at:   
 
‘What are the barriers to access to mental health care services in the Cape Metropole, 
faced by refugee and asylum seeker women who have been exposed to trauma?’ 
 
The research will entail conducting semi-structured interviews with one or two members of 
your organization who have had experience in working with traumatised female refugees 
(The trauma may have occurred in their home country, en route to South Africa or in South 
Africa). The interview will be at least 60 minutes long, and if you are willing it will be 
conducted in private at your organization. This may be followed, at a later stage, by a focus 
group consisting of your two members and mental health care workers from three other 
organizations.  The focus group will be run if your organization and the other participant 
organizations think that it would be feasible and beneficial. I have approached your 
organization, as owing to your experience of working with refugees with mental health 
conditions I believe that you could contribute valuable information to my research. I have 
attached a copy of my research information sheet, so that you can have a more 
comprehensive understanding of what the research entails. I am planning on conducting 
these interviews and the focus group (if it is conducted) in October 2012. Details about 
member-checking, anonymity and confidentiality are contained in the attached information 
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APPENDIX B - INFORMATION SHEET FOR INTERVIEWS 
BARRIERS TO ACCESS TO MENTAL HEALTH CARE SERVICES IN THE CAPE 
METROPOLE, FACED BY REFUGEE AND ASYLUM SEEKER WOMEN WHO 
HAVE BEEN EXPOSED TO TRAUMA 
Hello, my name is Giselle Warton and I am a Masters student from the University of Cape 
Town. I am conducting research in order to fulfil requirements for my degree.  I am 
inviting you to take part in my research study which is investigating the barriers to access 
to mental health care services in the Cape Metropole faced by female refugees who have 
been exposed to trauma.  
Exploring perceptions of barriers to access to mental health care services faced by 
female refugees in the Cape Metropole 
This research involves exploring mental health care workers’ perceptions of the barriers to 
access to mental health care in the Cape Metropole faced by female refugees who have 
been exposed to trauma. I would like to interview mental health care workers at both 
NGOs and public health facilities in the Cape Metropole, who have had contact with 
traumatised female refugees to gain an understanding of what they perceive these barriers 
to be.  
I am interested in finding out about what you perceive these barriers to be. Owing to your 
experience working with refugees who have been exposed to trauma, your contribution 
would be valuable to my research. 
Please understand that you do not have to participate in this study if you do not want to. 
The choice to participate is yours alone. If you choose not to participate, there will be no 
negative consequences. If you choose to participate, but wish to withdraw at any time, you 
will be free to do so without negative consequences. However, I would be grateful if you 
would assist me by allowing me to interview you.  
If you choose to participate in this study, you will be asked to participate in one 60 minute 
interview. The interview will be recorded with the use of a Dictaphone and this recording 
will be transcribed. The transcriptions will be kept on a flash-drive which is password 
secure. The reason that I need to use a Dictaphone is in order to ensure that all the verbal 
information from the interview is collected. However, if you do not feel comfortable with 
me recording the interview with a Dictaphone, then I will not use one and will rather take 
field notes during the interview. Only my supervisor and I will have access to these 
transcriptions and field notes.  
Once I have written up the findings from this interview, I will send the write up of your 












are unhappy with any quotes I have included from your interview, then these can be 
removed. 
You will not directly benefit from this research. However, this research will be used to fill a 
knowledge gap on this topic and the hope is that it will serve to increase understanding of 
the difficulties that female refugees are facing regarding mental health services. 
Furthermore, the hope is that through the course of this research suggestions may be 
generated which could improve the situation. 
If you do not wish to answer any of the questions during the interview, you may say so and 
the interviewer will move on to the next question. If you are worried that by sharing this 
information it will negatively impact on your relationships with your organization and 
other stakeholders, I assure you that I will do the utmost to ensure that what you say is not 
misrepresented. You will have a chance to look through what is written, before the 
dissertation is submitted to ensure that you agree with how I have represented what you 
have said.    
During the interview no one else will be present except for me. All the information 
discussed during the interview is confidential and no one except for my supervisor and me 
will have access to this information. If you want to remain anonymous, then I will 
substitute a pseudonym for your name when writing up the report.   
The information you provide us with in this interview will be used to write up a report. The 
report will be viewed by my supervisor and another examiner. Prior to submitting this 
report, I will send you a copy of what I have written up on your contribution so you can 
decide if what you said has been accurately reported. If you feel that you have been 
misrepresented or inaccurately reported in any section, you will have a chance to correct 
this. 
The transcribed and written research data from your interview will be kept on a password 
secure flash-drive in a safe place. Only I will know the password, and therefore no one else 
will have access to your transcribed interview or the field notes from your interview. If an 
audio recording of your interview is conducted, it will be deleted after the research is 
complete. The Dictaphone with the audio recordings will also be kept in a safe place.  
If you consent, however, I will keep this data after completion of this research, for use in 
future research. If you are willing for me to use this data for additional research, then if you 
could provide me with your contact details I can re-contact you if needed in future, to once 
again ask your consent. If you do not want me to keep your contribution to the data, I will 
delete it after the research is complete.  
 
‘If you have concerns about the research, its risks and benefits or about your rights as a 
research participant in this study, you may contact the Law Faculty Research Ethics 
Committee Administrator, Mrs Lamize Viljoen, at 021 650 3080 or at 
lamize.viljoen@uct.ac.za.  Alternatively, you may write to the Law Faculty Research 
Ethics Committee Administrator, Room 6.28 Kramer Law Building, Law Faculty, UCT, 
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APPENDIX C - INFORMATION SHEET FOR FOCUS GROUP PARTICIPANTS 
BARRIERS TO ACCESS TO MENTAL HEALTH CARE SERVICES IN THE CAPE 
METROPOLE, FACED BY REFUGEE AND ASYLUM SEEKER WOMEN WHO 
HAVE BEEN EXPOSED TO TRAUMA 
Hello, my name is Giselle Warton and I am a Masters student fr m the University of Cape 
Town. I am conducting research in order to fulfil requirements for my degree.  I am 
inviting you to take part in my research study which is investigating the barriers to access 
to mental health care services in the Cape Metropole faced by female refugees who have 
been exposed to trauma.  
Exploring perceptions of barriers to access to mental health care services faced by 
female refugees in the Cape Metropole 
This research involves exploring mental health care workers’ perceptions of the barriers to 
access to mental health care in the Cape Metropole faced by female refugees who have 
been exposed to trauma. Following the personal interviews I will conduct with you and 
other mental health care workers I may conduct a focus group with all of the participants. 
This will involve a one hour focus group discussion on themes related to the research 
question. The focus group will consist of the 7 other research participants, my co-facilitator 
and me. The co-facilitator and I will sign a confidentiality form to ensure that we will 
remain confidential regarding focus group participants and the information that is shared. 
You will also be requested to sign a confidentiality form, should you participate, which 
outlines that you will not disclose names and information that is discussed. The focus 
group will be recorded with the use of a Dictaphone and this recording will be transcribed. 
Field notes will also be taken during this meeting. The transcriptions will be kept on a 
flash-drive which is password secure. The reason that I need to use a Dictaphone is in order 
to ensure that all the verbal information from this group meeting is collected. However, if 
you do not feel comfortable with me recording the interview with a Dictaphone, then I will 
only take field notes during the group session. Only my supervisor and I will have access 
to these transcriptions and field notes. A possible venue for this focus group will be a room 
at Kramer Building, Middle Campus, UCT. 
Please understand that you do not have to participate in this study if you do not want to. 
The choice to participate is yours alone. If you choose not to participate, there will be no 
negative consequences. If you choose to participate, but wish to withdraw at any time, you 












However, I would be grateful if you would assist me by being prepared to engage in this 
focus group discussion.  
Once I have compiled the data, I will send the write up to you, so you can see whether I 
have accurately represented what you contributed. If you are unhappy with any of your 
quotes that have been used these can be removed. 
You will not directly benefit from this research. However, this research will be used to fill a 
knowledge gap on this topic and the hope is that it will serve to increase understanding of 
the difficulties that female refugees are facing regarding mental health services. 
Furthermore, the hope is that through the course of this research suggestions may be 
generated which could improve the situation. 
If any of the questions asked of you cause you undue distress, you do not have to answer 
them. Furthermore, if you are worried that by sharing this information it will negatively 
impact on your relationships with your organization and other stakeholders, I assure you 
that I will do the utmost to ensure that what you say is not misrepresented. You will have a 
chance to check through what is written, before the dissertation is submitted to ensure that 
you agree with how I have represented what you have said.   If you want to remain 
anonymous, then I will substitute a pseudonym for your name.   
The information you provide us with during this focus group will be used to write up a 
report. The report will be viewed by my supervisor and another examiner. Prior to 
submitting this report, I will send you a copy of the field notes taken during this meeting, 
so you can determine if what was discussed has been accurately reported. The field notes 
will be adapted accordingly.  
 
‘If you have concerns about the research, its risks and benefits or about your rights as a 
research participant in this study, you may contact the Law Faculty Research Ethics 
Committee Administrator, Mrs Lamize Viljoen, at 021 650 3080 or at 
lamize.viljoen@uct.ac.za.  Alternatively, you may write to the Law Faculty Research 
Ethics Committee Administrator, Room 6.28 Kramer Law Building, Law Faculty, UCT, 
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APPENDIX D: CERTIFICATE OF CONSENT FOR GATEKEEPER 
ORGANIZATION 
 
My organization has been invited to participate in research regarding barriers to access 
to mental health care services faced by female refugees who have been exposed to 
trauma. 
I have read the foregoing information, or it has been read to me. I have had the 
opportunity to ask questions about it and any questions I have asked have been 
answered to my satisfaction. I consent voluntarily for members of my organization to 
participate in this study  
 
I want this organization to remain anonymous:    Yes                      No 
 
I am willing for information from these research interviews to be used for this research: 
Yes                        No     
 
I am willing for information from these research interviews to be used for further 
research: 
Yes                        No     
 
If yes, please provide an email address or other contact details:  
 













Signature of Organization Representative ___________________  
 





I have provided the representative of the organization with an information sheet 
concerning the proposed research: 
1. The Organization Representative understands what is required of his/her members 
and has had all his/her questions answered. 
2. The Organization Representative does not feel that the organization is forced to 
take part in this study. 
3. The Organization Representative knows that his/her members can withdraw at 
any time if they want to. 
Name of Researcher ________________  
Signature of Researcher:_________________ 
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APPENDIX E: CERTIFICATE OF CONSENT FOR PARTICIPANT 
 
I have been invited to participate in research regarding barriers to access to mental 
health care services faced by female refugees who have been exposed to trauma. 
 
I have read the foregoing information, or it has been read to me. I have had the 
opportunity to ask questions about it and any questions I have asked have been 
answered to my satisfaction. I consent voluntarily to be a participant in this study  
 
I want to remain anonymous:    Yes                        No 
 
I am willing to be recorded on a Dictaphone:  Yes               No  
 
I am willing for information from my interview to be used for additional research: 
 
Yes                        No     
 
If yes, please provide an email address or other contact details:  
 
Print Name of Participant __________________ _      
 


















I have accurately read out the information sheet to the potential participant, and to 
the best of my ability made sure that the participant understands that the following will 
be done: 
 
1. The participant understands what is required of him/her and has had all his/her 
questions answered. 
2. The participant does not feel that he/she is forced to take part in this study and is 
doing so of his/her own free will. 
3. The participant knows that he/she can withdraw at any time if he/she so wishes 
and it will have no bad consequences for him/her. 
 
A copy of the Informed Consent Form has been provided to the participant. 
 
Name of Researcher _____________  Signature of Researcher____________________ 
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APPENDIX F: FOCUS GROUP CONSENT FORM FOR PARTICIPANT 
 
I have been invited to participate in research regarding barriers to access to mental 
health care services faced by female refugees who have been exposed to trauma. 
 
I have read the foregoing information, or it has been read to me. I have had the 
opportunity to ask questions about it and any questions I have asked have been 
answered to my satisfaction. I consent voluntarily to be a participant in this focus 
group and in this study.  
 
I want to remain anonymous:    Yes                        No 
 
I will not share the names of other participants or information discussed in this focus 
group: 
 
Yes                      No 
 
I am willing to be recorded on a Dictaphone:  Yes               No  
 
I am willing for information from my interview to be used for additional research: 
 













If yes, please provide an email address or other contact details: ___________________ 
 
Print Name of Participant __________________ _      
 
Signature of Participant ___________________    
 
Date ___________________________    
 
 
FOR FACILITATOR AND CO-FACILITATOR 
 
I have provided a copy of the Informed Consent Form to the participant and made sure 
that the participant understands the following: 
 
1. What is required of him/her and has had all his/her questions answered. 
2. The participant does not feel that he/she is forced to take part in this study and is 
doing so of his/her own free will. 
3. The participant knows that he/she can withdraw at any time if he/she so wishes 
and it will have no bad consequences for him/her. 
I promise not to share the name of this participant outside of this focus group, if they 
wish to remain anonymous. 
I promise not to share confidential information provided by this participant. 
 
Name of Facilitator ___________   Signature of Facilitator:______________________ 
   


















APPENDIX G:  SEMI-STRUCTURED INTERVIEW QUESTIONS  
 
Please note: As this is a semi-structured interview, these questions may be expanded 
on during the interviews. 
 
1. Introductory Questions 
1. How long have you worked in this facility? 
2. How long have you worked with female refugees in mental health care work? 
3. How many refugees do you see on average per month? 
4. How many female refugees do you see on average per month? 
5. Do more female refugees or male refugees access your services? Why do you think 
this is so? 
6. Into what age category do the refugees you see mainly fall into? Why do you think 
this is so? 
7. Where are the majority of the refugees you see coming from (country of origin)? 
8. From which areas in the Cape Metropole are the refugees you see, primarily 
coming from? Why do you think this is so?  
9. What is the prevalence of exposure to trauma faced by these female refugees? 
10. Is this trauma primarily experienced; prior to migration, during flight, or once in 
South Africa? 
 
2. In your experience, what are the main barriers that female refugees face in 
accessing mental health care services? 
 
3. Structural Barriers 
3.1. Legislation and Policies 
3.1.1. From your experience what legislation or policies could hinder female refugees 
accessing mental health care services in the Cape Metropole? 
3.2. Service Provision 
3.2.1. What are possible barriers in service provision which could hinder female 
refugees accessing mental health care services in the Cape Metropole? 












3.3.1. What has your experience been of the referral system of female refugees 
between primary, secondary and tertiary care?  
 
4. Institutional Barriers  
What are possible barriers within organizations offering mental health care services 
which could hinder female refugees from accessing these services? 
 
5. Geographical Barriers 
What would you perceive as possible geographical barriers to female refugees 
accessing mental health care services? (eg. Distance, no mental health service 
provision in their area, difficulty in referring if refugees move) 
 
6. Barrier within the community  
What would you perceive as barriers within communities which could hinder female 
refugees accessing mental health care services? (Eg. Gender, cultural or social barriers, 
xenophobia) 
 
7. Barrier within the home 
What factors within a female refugee’s house-hold could serve as a barrier to her 
accessing mental health care provision? 
 
8. Individual Attitudinal Barriers 
What are possible individual attitudinal barriers which may hinder a female refugee 
accessing mental health care services? 
 
9. Client compliance 
How does compliance to medication and accessing services compare between female 
refugees and your other clients? Why do you think this is so? 
 















APPENDIX H: TRIGGER QUESTIONS FOR FOCUS GROUPS 
 
Please Note: Ideally this focus group will be recorded with a Dictaphone, because 
although field notes will be taken, sometimes one is unable capture all that has been 
said through these notes. However, if anyone in the group is uncomfortable in being 
recorded we will not use the Dictaphone.   
 
Themes to be covered 
Below is an outline of the main themes/ issues to be covered in the focus group. 
However, depending on the nature of the data gathered from the in-depth interviews, 
additional themes may be added to this list/ or possibly some areas removed. 
 
1. Structural Barriers 
2. Institutional Barriers 
3. Geographical Barriers 
4. Knowledge and Attitudinal Barriers within the Community 
5. Cultural Barriers within Refugee Groups 
6. Barriers within the home 
7. Individual attitudinal and knowledge Barriers 
8. Suggestions for overcoming these barriers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
